
AMEDISYS HOME HEALTH RESPONSE TO STAFF'S OCTOBER 12, 2018
COMPLETENESS QUESTIONS

Part II: Consistency with Review Criteria at COMAR 10.24.01.08G(3)

Populations and Services

Please describe the services — if any —which you intend to provide that would augment the
standard Home Health Services.

Applicant Response: As it does in the jurisdictions it currently serves, the Applicant will
provide an array of services to augment and enhance the standard Home Health Services.
The services the Applicant intends to provide are generally described at pages 8-11 of the
Application as part of the project description in response to Question 11, and Exhibits 3 and
4. Below the Applicant will provide additional information beyond what was provided in
the Application about particular services that the Applicant will offer.

Psychiatric services is one of the specialized services that the Applicant will provide, as it
does in its current jurisdictions. The Amedisys Empowered for Life behavioral health
program targets the specific and unique needs of patients with behavioral health issues.
Patients with psychiatric conditions have special needs. The Applicant supports patients
under psychiatric care, including care for Alzheimers and depression, among other diagnoses.
Traditionally, behavioral health issues addressed at home have focused on patients with a
primary diagnosis of Alzheimers, dementia or psychiatric, leaving out a third group of those
with depression or anxiety disorders arising from a primary diagnosis of heart failure,
diabetes, COPD or other serious disease. A primary diagnosis of such a disease may trigger
depression or anxiety disorders or may be exacerbated by other more severe diagnoses,
necessitating nursing care that is specific to both conditions. The Empowered for Life
Program was developed as part of Amedisys' comprehensive care at home plan in order to
assess and treat patients suffering from the full range of psychiatric conditions -- including
those who are suffering from depression, anxiety or other disorders in tandem with a primary
diagnosis of heart failure, diabetes, COPD or other serious disease.

The Empowered for Life program uses evidence-based practices to shift the treatment model
to one of patient involvement and empowerment with the goal of beginning a recovery
lifestyle. The program moves beyond traditional teaching of coping skills to a model of
involving the patient to identify problematic behaviors and interactions, choosing approaches
to learn and incorporating these new skills through role playing and homework exercises.
Whenever possible, family members and other caregivers are involved in this teaching and
role modeling.

Please refer to Exhibit 22 for an article about the Amedisys Empowered for Life Program
from the Alliance for Home Health Quality and Innovation.
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In addition to the Empowered for Life program, the Applicant provides (and intends to
provide in the new jurisdictions) an array of evidence-based, specialized disease management
programs that provide a coordinated approach to managing overall health status for patients
with chronic illnesses, designed to improve patient outcomes and contain health care costs.
The programs are listed on page 9 and 10 of the Application, with additional information in
Exhibit 4. These programs have in common the following characteristics and advantages:

► Improving the quality of care
► Actively engaging the patient in health promotion
► Focusing on educating the patient in self-care management
► Partnering with physicians to promote disease prevention and proactive care

Collaborating with partners in the medical community and coordinating care
across the continuum

► Applying evidence-based guidelines in patient care standards
► Measuring clinical outcomes to improve health and quality of life
► Reducing emergent care and acute care hospitalization rates
► Recognizing early warning signs and symptoms to prevent exacerbations

Facilitating an easier transition for patients from facility to home setting

Among the specialized disease management programs to be offered is one for heart disease
(Heart@home), which uses skilled nurses, therapists and other clinicians to provide at-home
care for patients with heart failure, hypertension, myocardial infarction, coronary artery
disease, CABG, CVA and other heart conditions. Detailed assessment and education are
provided on management of medications, symptoms, mobility and other aspects of care. The
program provides:

► Identification and monitoring of early warning signs to prevent exacerbation.
► Plan of care management
► Medication monitoring and management, including injections, IM and IV
► Post-surgical and post stroke care
► Wound care
► Patient and caregiver education, including education for newly diagnosed patients

and self-management skills
► Therapy and rehabilitation to help patients with tasks of daily living

Another such program is the Applicant's Diabetes Disease Management Program
(Diabetes@home), which was developed to provide patient management for patients with
Type 1 and Type 2 Diabetes. The program utilizes diabetes clinical tracks, which focus on
patient education on self-management, basic survival skills and complications associated
with diabetes. Benefits to the patient and physician include:

► Maximized blood glucose control
► Recognition of early warning signs/symptoms and appropriate interventions
► Reduced need for urgent/emergent care
► Reduced hospitalization
► Improved quality of life
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Patient diaries for documentation of blood glucose, insulin administration and
activities

► Educational focus on self-care management skills
► Clinical outcomes feedback
► Multidisciplinary team
► Staff credentialing and competency testing

The program is based on national standards supported by the American Diabetes Association
(ADA), and helps patients understanding the importance of controlling blood glucose levels
and the prevention of long term complications. Amedisys has received recognition from the
ADA for its program.

Another specialized service is the Amedisys Chronic Obstructive Pulmonary Disease
(COPD) Disease Management Program (also referred to as COPD@home). This program
has been carefully designed to help improve the quality of life for patients living with COPD.
Teaching self-management and early intervention skills are the keys to improving patients'
quality of life. Through the active involvement of the patient and caregiver in the
management of their disease, the treatment plan will help prevent or delay complications for
those living with COPD and help the patient achieve the best possible outcome. The
program uses an interdisciplinary team approach to enhance patient/caregiver's knowledge of
the COPD disease process through education and improve their self-management and
understanding of the disease. Like the Applicant's other specialized disease management
programs, this helps to reduce emergent/urgent care visits and reduce hospitalizations and
readmissions. The Applicant's skilled home care clinicians help with oxygen therapy,
medication management and monitoring of vitals, all essential to managing COPD
effectively.

Likewise, the Chronic Kidney Disease Management Program (Chronic Kidney
Disease@home) addresses a chronic disease afflicting millions of Americans, many who are
unaware they have the disease. The program provides early assessment, intervention and
education on risk factors including management of high blood pressure, which is often
present with CKD, diet and medication management.

The Applicant's Partners in Wound Care program recognizes that wound care is frequently
complicated by multiple disease conditions. The Applicant implements the most current
evidence-based practices, incorporates the most current techniques and uses the most
advanced products to improve healing.

Please refer to Exhibit 4 to the Application for descriptions of additional specialized
programs to be offered. Additionally, Exhibit 23 to this filing includes some educational
and marketing materials regarding some of these programs.

Financial Accessibility

2. Please report your 2017 Payor Mix as a percentage of total revenue.
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Applicant Response: The table below provides the payor mix in 2017 as a percentage of
total revenue. Please note that the amount of charity care is shown as revenue based on list
prices.

Revenue
h~edicare $11,33,380 94.44°'0
PPS Episodic S 220,x66 1.83°/0
Priv~te,rMedicaid ~ 52Q,424 4.33°la
.~IlQvlance for Bad Debt 5 (72,839} -O.GJ.fl~6

Charity Care , 9,400 x.08%

Charity Gare t~"slrite-offs S (9,40Q) -G.C18°'o

F~1et Patient Serti~ice Revenues S IZ,O11,G31 100.Q0°;o

Fees and Time Payment Plan

3. As requested in the standard and in the guidance provided at the pre-application conference,
please cite the specific language, as well as a citation of the location, from the policy which
describes the clients' time payment options and mechanisms to arrange payments.

Applicant Res onset As noted in the Application (p.15), Exhibit 7 includes a clean copy of
the Applicant's Charity Care Policy as well as a version with comments in the margin
highlighting the time payment plan provision and other required provisions under the
standaxd. On page 2 of the Policy, the Time Payment Plan provision is highlighted with a
comment noting that this is the provision under which patients who are eligible for
discounted fee care may request a time payment plan. The specific language is as follows:
"A patient who qualifies for discounted fee care under this policy may request to pay billed
charges over time. Amedisys requests a minimum of $25 per month with the balance being
resolved within 1 year from start of care."

Financial Feasibility

4. Please provide an explanation for basis of your financial projections in Tables 3 and 4. A
HHA's Projected Revenue should be based on its experience in providing HHA services to
other jurisdictions it serves.

Applicant Response: The financial projections in Tables 3 and 4 of the Application are
based on the 2017 actual results of the existing operations of the Applicant in its Cambridge
and Salisbury offices. Revenue projections are based upon actual revenue per admission
earned in those existing locations. Visits per admission and costs related to those visits are
also based on existing locations and actual visits performed and pay to clinicians for those
services.
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5. Table 5, "Staffing Information," reflects an increase of 8.25 staff and contractual FTEs.
When will these FTE increases take place?

Applicant Response: The Applicant intends these FTEs to commence work with the
initiation of services in the new jurisdictions.

Impact

6. Please specifically address the impacts that your entering the market will have on existing
HHAs' caseloads, staffing and payor mix.

Applicant Response:

Caseloads: The Applicant projects to serve 382 patients and 9.985 visits in Caroline, Kent
and Queen Anne's Counties in its fourth year of operation (first yeax at projected full
utilization). This projected caseload is modest and, while it would not be inconsistent with
the State Health Plan' purpose of opening up these counties to additional competition from
high quality HHAs, it is not expected to have a material impact on the caseload of any
existing HHA.

Several factors strongly indicate that there will be significant organic growth in utilization in
these counties such that there would be little or no impact on existing HHA's caseloads.
As explained in the Application, the elderly population of these counties is projected to
double in size between 2010 and 2030, and grow by nearly 40%between 2020 and 2030.
(See Table 20 on Application page 33), There were 33,557 total visits provided in these
counties in 2014, which represented a 23%increase since 2010. Simply carrying forward
that same growth rate would result in an additiona17,700 visits in 2019, and an additional
9,500 visits in those counties five years later (2024), when the Applicant will be at full
utilization.

Additionally, these counties underutilize home health services currently, and simply
increasing utilization to the statewide average will increase caseloads (see Application Table
23, at page 35). Further, home health utilization can be expected to increase with the Total
Cost of Care model driving care to lower cost settings while maintaining quality, as well as
with advances in technology allowing more care to be safely provided in the home setting.

Accordingly, with the organic growth in the elderly population and in utilization that is likely
to occur in these counties, the project will not materially impact existing HHAs' caseloads.

It should also be noted that, as explained in detail in the Application (at page 41), of the
existing HHAs that serve in one or more of the three counties that the Applicant seeks to
serve, only two of them rely on Caroline, Kent and/or Queen Anne's Counties for a
substantial portion (40% or more) of their caseloads, and one of those HHAs serves other
counties as well.

Staffing: Because the Applicant is an existing HHA serving other counties on the Eastern
Shore, it can use its existing staff to help serve the new counties, minimizing the number of
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new staff that need to be hired. As shown on Table 5, the Applicant projects needing to hire
only 6 FTEs as additional staff, including 2 administrative personnel, 3 registered nurses, 1.5
physical therapists, 0.5 occupational therapists, 0.25 speech therapists, 0.25 home health
aides, and 0.25 medical social workers. The Applicant has not experienced any workforce
shortages or difficulty in recruiting and retaining qualified staff in this region. Accordingly,
the modest number of new staff to be hired by the Applicant (only four of which will be
clinical staff will not impact existing HHAs in these counties.

Payor Mix: As shown in the Application (at page 41), three existing HHAs derived more
than a de minimus percentage of their total clients and visits from Caroline, Kent and/or
Queen Anne's County in 2014 (the most recent year for which data is publicly available) —
Home Call, Shore Health and Chester River. Those agencies' 2014 payor mix and the
Applicant's projected payor mix (based on its payor mix in its existing jurisdictions) is as
follows:

Payor Home Call
(#7066

Shore (#7139) Chester River
(#7142)

Applicant

Medicare 93% 72% 72% 94%

Medicaid 1% 6% 2% 4%

Private insurance
and other

6.9% 22% 26% 2%

Like these existing HHAs, the Applicant expects Medicare to be its largest payor source, and
will serve Medicaid as well. Further, as an existing HHA with existing contracts with
private insurers for the jurisdictions it currently serves, the Applicant will continue to serve
privately insured patients in the new jurisdictions under those contracts The Applicant
contracts with several major private payors (including Carefirst), and is always open to
contracting with additional payors on commercially reasonable terms. While its projected
private insurance percentage is at the lower end of the range compared to the existing HHAs
serving these counties in 2014, it is important to note that the Applicant does not decline
referrals of any privately insured patient unless it is not contracted with the insurer.

With the organic growth in the elderly (Medicare) population and in home health utilization
that is likely to occur in these counties (as described above under Caseloads and in the
Application), the Applicant projects no material impact on the other HHAs' payor mixes
because of the Applicant's entry into the market.

Financial Solvency

7. Please provide specific citations and language from your more than 115 page Annual Report
(Exhibits 15 and 16) that demonstrate the availability of financial resources necessary to
sustain this project.

Applicant Response: As it is the most recent, the 2017 Annual Report best demonstrates the
availability of financial resources necessary to sustain this project. Please refer to page 49 of
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the 2017 Annual Report (Exhibit 16) which shows that Amedisys, Inc. had $86,363,000 in
Cash and Cash Equivalents on hand as of 12/31/17, as well as $224,793,000 in other current
assets (including Accounts Receivable). Additionally, page 50 reports Net Income for
2017 of Amedisys, Inc. of $30,301,000. Please also refer to page 28 of Exhibit 16 includes
a chart that compares the outstanding debt of Amedisys, Inc. (in the amount of $88,841,000
as of 12/31/17) to assets on hand (in the amount of $813,482,000 as of 12/31/17).

Discharge Planning

8. Please provide page 1-7 of Attachment 12, Policy: AA-016 "Discharge of Patients". Be sure
to include a list and a description of valid reasons to discharge or transfer patients.

Applicant Response: The Applicant regrets that an incomplete copy of its Discharge
Policy was inadvertently attached to the Application. Further, the version of the Discharge
Policy that was attached to the Application has been updated. Accordingly, please refer to
Exhibit 24 for the Applicant's updated, complete Discharge Policy. Under that Policy, the
following reasons for discharge are provided (at pages 3-4):

The HHA may only transfer or discharge the patient from the HHA if:
A. Acuity:
(1) The transfer or discharge is necessary for the patient's welfare because the HHA and

the physician who is responsible for the home health plan of care agree that the HHA
can no longer meet the patient's needs, based on the patient's acuity.

(2) The HHA must arrange a safe and appropriate transfer to other care entities when the
needs of the patient exceed the HHA's capabilities;

(3) Examples include:
a. The agency can no longer provide appropriate staffing.
b. The agency will no longer provide a particular service needed by patients

B. Payment/Eligibility:
(1) The patient or payer will no longer pay for the services provided by the HHA.
(2) The patient fails to continue to meet criteria for eligibility of services established by

the patient's payor sources.
(3) Examples include:

a. Failure to comply with face-to face and homebound requirements,
b, The agency has not been/will not be compensated for care provided
c. No signed orders from appropriately licensed practitioners (doctors of medicine,

osteopathy or podiatry) are in effect upon which to base services.
d. In the event of a natural disaster when the client's health and safety is at risk.
e. If the patient is found to be ineligible for home care services, all attempts will be

made by the agency to direct the individual to the appropriate community
resource and notification will be made to the patient's attending physician and/or
referral agency.

C. Goals and measurable outcomes achieved/goals met:
(1) The transfer or discharge is appropriate because the physician who is responsible for

the home health plan of care and the HHA agree that the measurable outcomes and
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goals set forth in the plan of care in accordance with §484.60(a)(2)(xiv) have been
achieved;

(2) And the HHA and the physician who is responsible for the home health plan of care
agree that the patient no longer needs the HHA's services;

(3) Examples include:
a. The goals of the patient's plan of care have been attained or are no

longer attainable.
b. A caregiver has been prepared and is capable of assuming

responsibility for care,

D. Patient's choice:
(1) Patient refuses services,
(2) Patient elects to be transferred or discharged;
(3) Examples include:

a. The patient moves to a location outside of the licensed geographic service area of
the agency.

b. The patient or his/her legally authorized representative chooses another provider
c. The patient or the patient's legally authorized representative terminates services

by the Agency or refuses care.

E. Discharge for cause:
(1) The patient's (or other persons in the patient's home) behavior is disruptive, abusive,

or uncooperative to the extent that delivery of care to the patient or the ability of the
HHA to operate effectively is seriously impaired.

(2) Examples include:
a. Threats of violence or actual violence to agency staff members, and conditions in

or around home, which pose safety risk to staff.
b. The patient's home environment will not support the provision of home health

services,
c. There is suspected illegal activity in the patient's home. i.e. drug abuse or history

of drug abuse.
d. Agency staff members are subject to sexual harassment or verbal abuse when they

provide services to the patient
e. The patient cannot care for him/herself in between visits from Agency personnel

and no reliable paid or voluntary primary caregiveN is available to meet all of the
needs of the patient between visits by Agency staff

f. The patient and/or primary caregiver are noncompliant or have a documented
history of noncompliance in cooperating to attain the objectives of home care

g. Agency staff members are subject to racial discrimination when they provide
services to the patient.

(3) The HHA must do the following before it discharges a patient for cause:
a. Advise the following that a discharge for cause is being considered:

i. The patient,
ii. representative (if any),
iii. the physicians) issuing orders for the home health plan of care, and
iv. the patient's primary care practitioner or other health care professional who
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will be responsible for providing care and services to the patient after discharge
from the HHA (if any).

b. Malce efforts to resolve the problern(s) presented by the patient's behavior, the
behavior of other persons in the patient's home, or situation;

c. Provide the patient and representative (if any), with contact information for other
agencies or providers who may be able to provide care; and

d. Document the problems) and efforts made to resolve the problem(s), and enter
this documentation into its clinical records.

F. The patient dies; or

G. The HHA ceases to operate.

Higher levels of performance will be given preference over lower levels of performance

9. Please provide full version of your CMS "Provider Preview Reports".

Applicant Response: Please refer to Exhibit 25 for the full version of these reports.

Proven Track Record in Serving all Payor Types, the Indigent and Low Income Persons.

10. In Table 18 of your application, which payor type accounts for charity care patients?

Applicant Response: Charity care is encompassed in the "private" category.

Proven Track Record in Providing a Comprehensive Array of Services.

11. Please provide a comprehensive listing of services offered to patients including descriptions.

Applicant Response: Please refer to Exhibit 26 hereto for a list of the basic home health
services provided by the Applicant with descriptions.

Additionally, please refer to Exhibit 4 to the Application for a comprehensive list and
descriptions of the array of evidence-based, specialized disease management programs
provided by the Applicant which provide a coordinated approach to managing overall health
status for patients with chronic illnesses, designed to improve patient outcomes and contain
health care costs. Additional information about these programs is also included in response
to Question 1 above.

The Applicant's groundbreaking Empowered for Life behavioral health program, which
targets the specific and unique needs of patients with behavioral health issues, is described in
detail in response to Question 1 above and Exhibit 22 hereto. The Applicant's Salisbury
office has cared for 340 total patients in the Empowered for Life, COPD @Home, Heart @
Home programs since 2017, and the Cambridge office has cared for 177 patients in these
programs in that same period.
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Additionally, the Applicant's Care Transitions Program to reduce avoidable hospitalizations
is another important part of the comprehensive array of services offered by the Applicant. It
is described at length in the Application at pages 9-10 and in Exhibit 3 to the Application.

Availability of More Cost-Effective Alternatives

12. As you did not completely answer all parts of the standard, please address the following:
please provide a full description of alternative approaches to meeting the objectives that you
outlined in this section. The effectiveness of each alternative should be evaluated and the cost
of each alternative should be estimated.

Applicant Response: As explained in response to this Standard, the Applicant's objective
is to expand its footprint in the state of Maryland in order to generate increased organic
growth and enhance its recognition and stability in the Maryland market as a provider of
high quality home health services. The Applicant identified the Upper Eastern Shore for
this expansion due to market potential associated with its low home health utilization rate
and its growing 65+population, and also due to the limited competition that currently
exists in these counties, which presents a market opportunity for high quality providers
like the Applicant.

There are only two alternatives available to the Applicant to achieve the objective of
expanding its home health footprint into the Upper Eastern Shore: (1) obtain a CON to
expand its existing home health agency on the Eastern Shore into the Upper Eastern
Shore, or (2) acquire an existing HHA serving that area. The current market price to
acquire an existing agency is as much as 12 times the HHA's earnings before interest,
taxes and amortization (EBITA), That assumes that there is an existing HHA on the
market that is already authorized to serve these counties, and the Applicant is aware of
none. (In fact, there is only one HHA that serves all three counties that the Applicant
seeks to serve through this Application.) Further, the Commission has determined that
there is a need for additional HHAs to serve the Upper Eastern Shore in order to provide
consumers with "meaningful choices for obtaining high quality services in which one
HHA or a small number of HHAs do not command overwhelming dominance."
COMAR 10.24.16.03B. The only way to accomplish the Commission's objective is to
authorize new high quality HHAs in the Upper Eastern Shore that meet the other
requirements of the Chapter. The Applicant's acquisition of an existing HHA would not
accomplish the Commission's objective of providing consumers with additional options
for high quality home health care.

In contrast to purchasing an existing HHA, there is minimal expense for the Applicant to
expand to the Upper Eastern Shore, as shown in CON Table 1. Further, expanding its
existing HHA serving the Eastern Shore into the Upper Eastern Shore is an efficient way
to accomplish the objective because the Applicant is able to operate out of its existing
offices. While the project requires additional staffing, the 6 FTEs that the Applicant
intends to hire is less than would be required for a new office because the Applicant can
use some of its existing staff to serve the new counties. As shown in CON Table 4, the
project is profitable beginning in its first year due to these efficiencies.
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Accordingly, obtaining a CON to expand its existing home health agency to the Upper
Eastern Shore is the most cost effective alternative. Acquiring one of the existing HHAs
serving the Upper Eastern Shore would be more costly and less efficient, and would not
achieve. the State Health Plan objective of providing consumers in that region with
additional options for high quality home health care.

Viability of the Proposal

13. Please provide an Audited Financial Statement for your specific branch of Amedisys. If this
information is included in the application, then provide a citation for the specific information
pertaining to your branch of Amedisys. In the absence of audited financial statements,
provide documentation of the adequacy of financial resources to fund this project signed by a
Certified Public Accountant who is not directly employed by the applicant.

Applicant Response: The Applicant (Amedisys Maryland, LLC d/b/a Amedisys Home
Health) is a wholly owned subsidiary of Amedisys, Inc. As a publicly traded company,
Amedisys, Inc.'s audited financial statements for 2016 and 2017 are part of its annual Form
10-K filed with the SEC, which are attached to the Application as Exhibit 15 and 16,
respectively. Amedisys, Inc.'s audited financial statements begin on page 59 of Exhibit 15
and page 48 of Exhibit 16. The audited financial statements of Amedisys, Inc. are compiled
on a consolidated basis to include all of its subsidiaries, including Amedisys Maryland, LLC,
in compliance with the Sarbanes-Oxley Act of 2002 applicable to publicly traded companies.
Individual subsidiaries of Amedisys, Inc. do not maintain their own financial statements.

As shown in CON Table 1, the only cost to establish the project is CON legal fees of
$40,000, and an annual expense to lease minor moveable equipment of $3,000. The source
of funds for the $40,000 CON expense and the $3,000 annual lease expense is documented
on page 49 of Exhibit 16 to the Application (Amedisys, Inc. 2017 audited financial
statement) which shows that Amedisys, Inc. had $86,363,000 in Cash and Cash Equivalents
on hand as of 12/31/17, as well as $224,793,000 in other current assets (including Accounts
Receivable). Additionally, page 50 reports Net Income for 2017 of Amedisys, Inc. of
$30,301,000.

As shown in Table 4, this project is profitable beginning in its first year. However, should
there ever be a shortfall, the Applicant is backed up by the substantial resources of its parent
company (documented in its consolidated audited financial statements as described above).

14. When answering part (b.) of this Criteria you referenced CON Table 3. This Table does is not
related to the question. Please provide the correct table and address the probable impact of
the project on the cost of core services you provide and will provide.

Applicant Response: While the Applicant believes that Table 3 is relevant to this question
because it shows the Applicant's total existing and projected expenses in providing home
health services, including the proposed project, the Applicant should have also referred to
Table 4, which shows the Applicant's expenses for this project only, in order to serve the
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three additional counties proposed in this Application. These two tables together
demonstrate the impact of the project on the Applicant's costs to provide home health
services. As an existing HHA serving other counties on the Eastern Shore, the Applicant
can efficiently expand to serve Caroline, Kent and Queen Anne's Counties. Similar to the
response of VNA to this question in its recently approved CON application to serve the lower
Eastern Shore, the impact of this project on the Applicant from a cost perspective (as shown
in the Revenues and Expenses table) is almost entirely the direct labor expenses associated
with the additional6 FTEs (employees and contractual). Other expenses for this project
include transportation, advertising, training, office and other supplies. As shown in Table
4, no office rental expense is associated with the project because the Applicant will operate
out of its existing offices in Cambridge and Salisbury.

15. Please discuss the probable impact of the project on the cost for services provided by other
home health agencies in the area. In your response, you referred to the impact on charges
only.

Applicant Response: The project will not impact on the cost of services provided by other
home health agencies. As explained above, and as shown on Table 5, the Applicant
projects needing to hire only 6 FTEs as additional staff (4 of which are clinical staff . The
Applicant has not experienced any workforce shortages or difficulty in recruiting and
retaining qualified staff in this region. Accordingly, the modest number of new staff to be
hired by the Applicant to serve three additional counties (only four of which will be clinical
staf f will not raise the costs of hiring qualified staff by existing HHAs in these counties.

16. What is the applicant's average turnover rate?

Applicant Response: The Applicant has a low average turnover rate. Its trailing 120 month
turnover rate is only 3.2% in the Cambridge office and 7.3% in the Salisbury office.

Impact on Existing Providers

17. Please provide sources) and discuss logic used to make the prediction that there will be no
impact on payer mix of other home health agencies.

Applicant Response: Please refer to the Applicant's response to Question 6 (Payor Mix)
above,

18. As you are an existing provider, please submit a summary description of the impact of the
proposed project on the applicant's costs and charges, consistent with the information
provided in the Project Budget, the projections of revenues and expenses, and the work force
information.

Applicant Response: As an existing HHA serving other counties on the Eastern Shore, this
project would represent an efficient expansion of services to additional jurisdictions
(Caroline, Kent and Queen Anne's Counties) in which the State Health Plan Chapter
recognizes the need for additional competition from additional, high quality HHAs like the
Applicant. As shown in the Project Budget (Table 1), there are no capital costs associated
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with the project because the Applicant will operate out of its existing offices in Cambridge
and Salisbury. The only startup expense is the cost of obtaining the CON. Table 1 also
shows a $3,000 annual lease expense for minor moveable equipment (laptops, etc). As
shown in CON Table 4 (Revenues and Expenses associated with the project), the ongoing
impact of this project on the Applicant from a cost perspective is almost entirely the direct
labor expenses associated with the additional 6 FTEs (employees and contractual) which are
shown in CON Table 5, with small additional expenses for transportation, advertising,
training, and office and other supplies. As shown in Table 4, in 2022 (the first year at full
utilization), labor costs represent 90% of the total expenses associated with the project. As
further shown in Table 4, this project is profitable in its first year of operation.

Part IV: Tables

Table 1

19. Please fill out Table 1 and document each of the "Sources of Funds for Project" for Section B
of Table 1.

Applicant Response: Table 1 as filed with the Application contains all of the costs
associated with establishing the project. There are no capital costs associated with this
project. As shown in Part A of Table 1, Line c, the only "Financing Cost and Other Cash
Requirements" associated with the project is CON legal fees of $40,000. The source for the
$40,000 is cash, as shown on line 1 of Part B. Additionally, as shown in Part B, there is a
$3,000 annual cost to lease minor moveable equipment. The source of cash for the $40,000
CON expense is documented on page 49 of the 2017 Annual Report (Exhibit 16 to the
Application) which shows that Amedisys, Inc, had $86,363,000 in Cash and Cash
Equivalents on hand as of 12/31/17, as well as $224,793,000 in other current assets
(including Accounts Receivable). Additionally, page 50 reports Net Income for 2017 of
Amedisys, Inc. of $30,301,000. Please also refer to page 28 of Exhibit 16 includes a chart
that compares the outstanding debt of Amedisys, Inc. (in the amount of $88,841,000 as of
12/31/17) to assets on hand (in the amount of $813,482,000 as of 12/31/17).

Additionally, please note that the $3,000 annual expense for minor moveable equipment is an
expense of the project shown in Table 4. As shown in Table 4, the project is profitable
beginning in its first year, including this expense.

Table 5

20. Please specify the job classifications of "Other" employees listed on Table 5.

Applicant Response: This was an error in the Table.
which these employees have been removed.

A revised Table 5 is attached in

-13-
21613191-v1



TABLE 5. STAFFING INFORMATION

Position Titie
Current No. ~f FTEs

Change In FTEs (+/.) Average Salary
TOTAL SALp

(2017) EXPENSE (21

Agency contract Agency Contract Agency ~o.ntract ~5ency
Staff Staff Staff Staff Stiff Staff

Administrative
Personnel

15 I z ~s,5oo ~,ssa,s~o

Registered
34 3 71,112 2,631,144

Nurse

Licensed ~ as,410 as,a~~
Practical Nurse

Physical
18 2 1.5 0.5 95,000 212,55) 1,852,500

Therapist

Occupational 9 0.5 89,888 853,936
Therapist

Speech
4 0.25 91,655 389,534

Therapist

Home Health
1.25 0,25 29,000 43,500

Aide

Medical Social ~ Z5 0.25 55,700 83,550
Worker

Other (Please
specify.

Benefits $~ ,808,7ss

TOTAL $9,043,843
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AFFIRMATION

l 'Hereby declare and affirm under khe penal±ies of perjury that the facts stated in the foregoing Response

to October 12, 2018 Completeness Questions are true and correct to the best of my knowledge,

information and belief.

Dated: October 12, 2018

A

Name. (~.l~~~iy braskr~
Title: ✓~'c,L tfr'~-s,~.++,f d {~ OP'~`~'~'b.a.s

.. ~: i'..:.1"'



AFFIRMAT!~JN

hereby declare and affirm under the penalties of perjury that the facts stated in the foregoing Response

to October 12, 2018 Completeness Questions are true and correct to the best of my knowledge,

in~~rmation and belief,

Dated: October 12, 2018 !~~~ 
~ 

.

Name: ~j~c~c~ ~ ~~„

Title: v; c.~ ~►uPderl`~"~R~ca~
t~. c~rce--



AFFIRMATION

hereby declare and affirm under the penalties of perjury *hat the facts stated in the Toregoing Response

to October 12, 2028 Completeness Questions are true anr~ correct to the best of my knowledge,

information and belief.

Dated: October 12, 2018 ~ ~e~.F-P~.,~_ ~ - /'~"'~, ~~~-

Name: ~~y~ -~ ~~~

Title: ̀ IZ~r~~n~.,~-1 7;rec,-ti-ov Fin~i~.l ppS,
1
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Home'`Health
~~~~~~l~l~ ~~`~~~ ~~V~~~,I~l'.~~~~1

FACES of HOME HEALTH

Garin for Patients ~rsth9
Behavioral Health Issues at Home

With the mission of bringing the continuum of

care into the home, Amedisys' Empowered for

Life program targets the specific and unique needs

of patients with behavioral health issues. Developed

in 2010, the Empowered for Life program originated

from the idea of helping all patients—recognizing

behavioral health issues that often accompany

primary diagnoses of Heart Failure (HF), diabetes,

COPD, and more.

Behavioral issues can often occur concurrently

with other medical diagnoses. Elizabeth Gregory,

RN, CNS, PhD, Director of Behavioral Health at

Amedisys, says behavioral health issues addressed

in the home are often put into two categories—.

dementia and psychiatric patients—leaving a third

group of those with depression and anxiety disorders

without the attention they need. A primary diagnosis

of, for example, heart failure or COPD, may trigger

depression and anxiety disorders, or maybe

exacerbated by other, more severe diagnoses. Thus,

the Empowered for Life program was born as part

of Amedisys' comprehensive care at home plan in

order to assess and treat patients suffering from the

full range of psychiatric conditions. A majority of the

program's patients are direct referrals from doctors

who recognize psychiatric patients, or patients

who are exhibiting signs of depression, anxiety, or

dementia. A credentialed psychiatric nurse will then

do an evaluation of the patient and report back to

the doctor. Some evaluations are requested by nurses

and other home health clinicians, and a referral is

obtained from the physician.

Mr. John Cross is a 66 year-old Vietnam War

veteran who was diagnosed with schizoaffective

disorder after his third deployment. Prior to his last

hospitalization, he was diagnosed with asymptomatic

lung cancer and had recently lost his sight from

untreated glaucoma. Following his most recent in-

patient psychiatric hospital admission in Tanuary,

2014, Mr. Cross entered Ford Road Care Home, an

assisted care facility, where he received six weeks of

home health care from the Amedisys team.

FACES of WOME HEALTH ~ AI-I t-IeI.ORG
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Through the Empowered for Life program,

Amedisys worked with Mr. Cross, his sister Shirley

Nelms, and the Ford Care Home to provide Mr.

Cross with occupational therapy for low vision and

adaptation interventions, physical therapy for fall

risk prevention, psychiatric nursing, and caregiver

education in his new group home. Working together,

Mr. Cross's team of skilled clinicians and caregivers

helped devise a plan that directly addressed

occupational needs, and has thus far prevented

unnecessary rehospitalization.

Working with Patients in

Assisted Care Facolities

Caring for patients like Mr. Cross with behavioral

health conditions requires a strong team-based

approach that includes home health professionals,

caregivers (both family and formal caregivers),

and physicians. Upon discharge from the hospital,

Mr. Cross moved into Ford Care Home, which is

run by Cornelius Rand, a care home operator with

experience working with psychiatric patients. Ford

helped to ease Mr. Cross's transition into a new home

with the assistance of Amedisys.

Susan Mullikin, the Psychiatric Program Manager

for Amedisys in West Tennessee, saw Mr. Cross for

seven visits. "Initially we focused on teaching his

caregiver and sister about his psychoactive medication

regimen," said Mullikin. "Everyone understood what

the drugs did and how we monitored effectiveness."

Over the course of his home health episode, Mr.

Cross received a number of different therapies to ease

his transition from the hospital to his new home and

adapt to his blindness. According to Ms. Nelms, Mr.

Cross is now able to put on his clothes, tie his shoes,

and feel his way down the hall—all areas he struggled

with after initially being discharged from the hospital.

She also noted how comfortable her brother felt with

the care team, and the importance of home health in

easing the transition to an entirely new home.

As his family caregiver, Ms. Nelms has helped her

brother at every step, working with both the care

home and the home health team to help her brother

continually adapt. Mullikin noted that Mr. Cross

"lights up like a Christmas tree" whenever he hears

his sister's name. "I try to be as much support as I

can," said Ms. Nelms, who also helps her brother to

obtain his Veterans Affairs system benefits.

Another important aspect of the care team was

Mr. Cross's new care home. Ms. Rand touched on the

relationship they developed with Amedisys, and how

their team gave them the olc to call any time with

questions or concerns.

"One of the things we hope to do," said Ms.

Mullikin, "is give this care home setting another

level of care. Instead of sending patients directly to

the emergency room, they can call us. Otherwise,

the only option they have is to call the police (for

psychiatric incidents) or an ambulance (for medical

issues)."

FACLS of I-IOMC HEALTH ~ AI-IH(~I.ORG

Empowered for Life patient John Cross, pictured with his sister Ms. Shirley

Nelms on the far left right, Susan Mullikin, RN of Amedisys, and Ford Care

Home Operator Ms. Cornelius Rand on the far right.



Tailoring Care for the Patient
Although Mr. Cross's mental health condition,

Schizoaffective Disorder, is a chronic condition,

his home health episode of care helped him

adapt to a new home and condition, and avoid

rehospitalization—an emphasis in his plan of care.

In order to best serve the patient, the home health

team worked with Mr. Cross on daily tasks and

functions, such as strength training, group behavior,

and activities of daily living.

After Mr. Cross was diagnosed with asymptomatic

lung cancer, Mr. Cross's home health care team

worked with him to support his efforts to quit

smoking, a difficult task for the lifelong smoker.

Ms. Mullikin spoke of the importance of building a

relationship with each individual patient, especially in

cases of psychiatric diagnoses. "We have a number of

interventions we use, but probably the most powerful

factor is the ability to build a relationship with the

patient and caregivers." Ms. Mullikin also emphasized

that a lcey factor in improving patient outcomes is

having a relationship with a nurse that makes them

feel safe. Coupled with the therapy interventions Mr.

Cross received, the security he felt with the Amedisys

team helped combat some of the symptoms associated

with schizoaffective disorder, including depressed

episodes, periods of manic behavior, and impaired

occupational function. Treating Mr. Cross, and other

behavioral health patients, requires a combination of

skilled care and relationship building—a focus of the

Empowered for Life program.

Despite the struggles, both his sister and Ms.

Rand spoke about Mr. Cross's improvement both

throughout and after his home health episode.

"Mr. Cross will always struggle with psychiatric

issues," Mullilein said, referring to the diagnosis he

received following his return from the war. "But he's

been out of the hospital for nine months, and going

from a psychiatric VA hospitalization to anew care

home with the history he has is a success story for all

of us."

FAcr_s ~f ~-~ona~ M~~,~~i~ i-a ~ ~FIhIQI.QRG



Information about Patients with Mental and Behavioral Health Issues

N ational trends for home health

care reveal that patients receiving

the Medicare home health benefit are

more likely to have a severe mental

illness (SMI) as compared to the

general Medicare population. By way of

background, SMI is defined as having

depression or another mental disorder,

which may include bipolar disorder,

schizophrenia, and other psychoses. The

following information, talceri from the

2014 Home Health Chartboolc, reveals

basic demographic information using

the 2012 Medicare claims data for the

patients receiving home health care

services under the Medicare program.

You can find the full analysis and past

years of data at http://ahhgi.org/

research/home-health-chartb oolc.

Medicare home health care

providers in the United States serve a

disproportionate share of SMI patients

as compared to the overall Medicare

population.

• In 2011, more than one in four,

27.0%, of home health users had a

SMI (compared with 18.8% of all

Medicare beneficiaries).

Demographics of Home Health
lJsers by Severe Mental Illness (SMI)~

Home Health Users All Medieare Beneficiaries

SMI
z~°ro

No SMI
73%

SMI
i~.s°ro

No SMI
81.2%

Source: Avalere analysis of the Medicare Current Beneficiary Survey, Access to Care file, 2012

•Severe mental illness (SMI) is defined as having depression or other mental disorder, including
bipolar disorder, schizphrenia, and other psychoses.

Chart 1.19: Selected Characteristics of All
ioosc 943% Medicare Home Health Users and Medicare
90~ es.er Home Health Users with SMI, 2012
80

70 % 
68.2

60%

50% 46.7% 46.9% 44.9%
40~ 39.2%

34.1

30Y

20%

~o.
o

have 3 or more Have 2 or more ADL Report fair In somewhat or much
chronic conditions limitations+* or poor health worse health than last year

. Medicare Home Health Users with SMI ■ All Medicare Home Health Users

Source: Avalere analysis of the Medicare Current Beneficiary Survey, Access to Care file 2012.

• Severe mental illness (SMI) is defined as having depression or another mental disorder,
including bipolar disorder, schizophrenia, and other psychoses.

••ADL=Activities of daily living, such as eating, dressing, and bathing. Limitations with at
least 2 ADLs fs considered a measure of moderate to severe disability and Is often the eligibility
threshold fora nursing home level of care.

• Home health users with SMI tend to be sicker,

with a larger proportion having multiple chronic

conditions as compared with the general

Medicare population. Of those Medicare home

health users with SMI, 94.3% suffered from three

or more chronic conditions (compared to G2.9%

of all Medicare beneficiaries).

• A high proportion of home health users with SMI

also tend to have low incomes. 75.8% of home

health users with SMI have an income level under

200% of the Federal Poverty Level (compared to

53.1% of all Medicare beneficiaries).

• 97.2% of home health users with SMI have

depression, while 21.6% of users with SMI have

a mental disorder such as bipolar disorder,

schizophrenia, and other psychoses.

~AC[S of HOME HEALTH ~ AHHOI.ORG



Typical Empowered for Life Patient:
Generally, patients in the Empowered for Life

program are older and have reduced abilities and

a loss of independence in their homes. This leaves

many feeling isolated and with reduced appetites.

Patients who enter the program, according to Ms.

Gregory, receive care that is tailored to not only

their complete set of diagnoses, but also multiple

Importance of Programs for Behavioral
Health:
Ms. Gregory expressed concerns over inaccurate

portrayals of mental illness, including the perception

of a highly violent population.. This, she says, is not

true, and in fact violent behavior is no more lilcely

in the mental health population as in the general

population. Patients with mental and behavioral

other factors that include their environment, family health diagnoses deserve to be treated with the

situation, and socioeconomic status. same dignity as any another patient population.

"It's a matter of getting inventive and creative and

looking at what programs and services they've been

involved with in the past," said Gregory. Nurses

are taught to work with patients and caregivers to

identify areas of need, and will work with them

to ensure they get the support needed,. including

working with VA programs, and community-based

services such as Meals on Wheels.

It's important to understand that many patients

may not just be resistant or non-adherent to their

plan of treatment, Gregory added. These patients

may be suffering from depression, anxiety or other

Home health can be the "eyes and ears" within the

residential environment to clue in on important

factors such as family dynamics, emotional tension,

living conditions, and lack of available supplies that

may impact a patient's overall and mental health.

Despite the importance of clinical behavioral

care in the home health setting, only 3-5% of RNs

specialize in psychiatric care. Ms. Gregory said that

once medical nurses see the impact of a psychiatric

nurse in the care of patients, they notice a huge

improvement in the patient's overall health.

Working with psychiatric patients requires

severe mental illness, which maybe inhibiting their coordination and communication among all

compliance. members of the care team, including the patient and

"When you're depressed," she said, "Your mind

functions at a slower pace; you lose interest in

things., and learning is more difficult."

Due to the complexities in treating patients

with severe mental illness, the Empowered for Life

program includes a multidisciplinary approach.

Amedisys developed their own series of training

courses for nurses working within the program to

prepare them to serve patients with serious mental

illness. These courses are coupled with ride-alongs,

teaching guides, and step-by-step lists of what to

address with the patient in order to care for each

patient holistically.

caregiver. Because of this, and the stability a home

environment may provide, the home may serve as

a lcey locus of care. Ms. Gregory stressed that the

program is not trying to supplant the mental health

space, but instead serving as a supporting partner

for homebound patients with behavioral health

needs.

"We need to advocate for people," she said, noting

the stigma that mental health patients often face.

"It's not a choice, but a brain disorder, and [mental

health patients] have the same right to respectful

treatment as any other patient."

FACES of HOME I~~AL'fH ~ AHHQI,ORG
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Cholecystectomy Gastric Resection Amputation

Urinary Diversions Gastrectc>nry Skin Graft/clap

C.oJon Resection 1-lernia Repair Gxplc~ratory Suige~y

Ostoniies-(all types}
Tracheostomy —Colostomy

— Gastrostanry — G~stostoiny
— Ileastomy — Enterostomy

Amedisys uses a comprehensive assessment and interdisciplinary approach to treat patients iii their homes.
All disciplines prcieide ongoing pat~ent/caregiver educalicn, using an indivdu.alized,disease-specific Focus.

SKIL.LEl~ PJUF'tti IPJG
• Complete assessment end plan of

care; man~t~;emc:nt with physician
orders
Vital signs and pulse axi~uerry
Compfct4 medication revicv~~
including aclh~rencr, ef~i:ctiveness ~~f
treatment, end cvaluatinn c~fc~ny
~dvetse reactions
1Vt~l~ICkiCI0i18df1'11111Stf'1L1011,

inje~tic~ns-Sub C~ lA9 and N
Managemr.nru£infusiar~ pumps,
iinpl~nted pumps and ports

• C~$T0111~~, ct~t~.rostoinal mana~;emcnt
• Enteral/ptU'r.neerttl infusion t}te.rapY
• Suprapubic catheter
dlan~es/manahcmc:n[
Assess nutrit.ian and hydration status
f1SSC:55 S~ilq 111tL'~Ctt~~ Ctili~ C1fCL1~~iC1Ul1

• Venipunenire fir lab v;~~ark, as
ordered
Bowel m~-n~gc:mc:nr
Wnuncl a~s~s,rnuni o-ind c~rs:~~in+;
changes, if 1pplic~blc

• Suture./starle rrmoval, if ap~~licabfc
• F'ain assessmcn~

L)eE~ression assessinenl

Sp~EGH THERAPY
Communication
Cognition
Swallowing/dysphagi a
V~icequality

• Safety rvitli oral medications
Auhmenrative communication needs
Weight loss due to malnutrition

6~AT'IEPJT/CAREGIVER EbUCATi4N
• Disease process
Medication mauzagement and
teaching

• ~sercise and activity guidelines
Enemy conservation

• H~mc safety and avaidii~~ falls
Sulokin~ cessation
Nurriri~~n ai~ci fluid management

• Fain managcincnt
Dressing change technique
E~~uipment management

t, .rn:~r;•!' `f'~ '1't'fr.°)"i.7 l'r.ltl(''/Yl'!?!''~('] ;i'~)r."!:li'.dj['r.7 c:Y)f?.SP,l~tG7~'Z071,

~'~~

~'~ t ~ ~~ Q ~~ ~~h
P

Tr~nsfe.rtrainin~
• Gait training/mobility
Hcrm~ safety with n•inbiliry

• Strengiliei~ing and endurance
h•ainirig
fall risk/balance assessment
fain managanent
Assistive device training
Modalitits

c7CCl.JF'A"i'I~iVAL TH~l~A,PY
Activities of daily living
includinK:
> Dressing
> Ciathing
> Groominb

• L''I1VICpl1[i11:I1G9~ 1170C~1fIC:ilt10115

• Adaptive ehui~mentuse
• Bethr~i~~ni i.ransfers end

equipment
l:ni~r~yirnst•rvatic~n
Visual imE~airments ai d
c.nmpcnsalions
Hnrn~~ sat~ety v,~ith self-~,ir~.

I~epreser~tative Name
(6~ 5) g~8-5~~5a

~medisys,cam



Surgical ~ Arterial Ulcer •Pressure Injury •Diabetic toot Ulcer/

Venous Ulcer ~ Trauma •Burns Neuropathic

Ainedisys takes a holistic ~}~~roach to care, utili~ing a;7 interdisciplinary team that develo
for he~tl~ng~vounds, preventing Iunue wounds end «Ititnutel}+ improving outcomes, Our.
clinical best practices, understands etiology, utilizes advanced wound care products and ~
addikion, our staff is knowledgeable in the provision of palliative wound care and caring ~

SKILLED NURSING
Development and implemei7tation
of an individualized plan of care
Wound assessment and dressing
changes

• Suture/staple removal
Incisional pare
Assess nutrition and hydration
status, provide iiisa•ucCians and
refer to registered dietitian
Complete medication review
Assess for sins and symptnins of
infection

• Assess for prevention/treatment
support surfaces
Implement suppt~rt surface, contact
physician for orders and instruc!
patients on use
Compression therapy

• Negative pressure wound therapy
• Palliative and end-of•life wound
man~~gement

SIuECM LANUUAGE PATHOLOGIST
Assesses for recent pneun~onia(s),
weight loss andlor dehydralian

• assesses cognition and swallowing
Identifies potential issues impaceing
wound healing and nutrikion

• Determines f'o~d and drink items
that are safe for intake

DIETICIAN
• Provides nutritional consult to assist
with ~vaund healing

PI-IY5ICAL 7H~RAPY
• Patient positioning, mobility and

transfers
• Conrr~cture management
• Strength trnining
• l~rthi~tic/~rc~sthetic needs
• Skin assessment
Caregiver education Cor pressure relief
schedules
Offloading

OCCUPATIOhlAL THEkAPY
Recommend appropriate assiscive
devices
Adapt self care activities to maintain
skin integrity
Self-~ectlingslcills

MEDICAL SACIAL WORKER
Assist patients having difficulty
adhering tc> prescribed plztn of care
Assist patients with financial challenges
that impede adequate nutrition ai~dlor
medication costs
Aid iii securing patient transportation
to appointments

HOME HEALTH AIDE
• Follows the supervising clinician's plan of
cure for the patient
Notifies clinician of changes noted related
to the patient's integumentwhich may
include:
> Ingrown, broken or discolored toenails
> Cracks/fissures on heels or blisters on
feet

> Reddened areas on feet, legs and bony
prominence
Changes in color or temperahtre of Feet
and legs

> New open areas, injuries or rashes

PATIENT/CAREGIVER EDUCATION

• Disease process, etiology and ris~C factors

• Signs and symptoms of infection

• Medication management

• Nutrition Eor healing

• ~X~aunci healing process
• Wound products and wound care

technique with step-by-step instnictions
Principles.of moist wound healing

• Preventative meanires
Proper skin care

• Hand hygiene and infection control
measures

~~1~~~ llf 1~r7 !'C'~P?' ~l. /,`~t,%flC'12l (J7~ to sch. c~{-l.•r~l~' t.~ Ct~9'RS?dl1'G,~'2CJf1•,
_ ~ .

~~`

rat c~ c~.~~ i ~r''~;::~
Representative Name
(863) 680-3531

amedisys.com
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Amedisys uses a comprehensive assessme~it and multidisci}~linary a~~praach in treating ortliopedic

patients at home, All disciplines provide on~;c~ing patient/caregiver education using an individualized,

condition-s~.~eci6c focus.

P!-IYSICAL TH~ft/aI~Y
E~:ercise ~*uidelines
Aclhercnce to surgical E~rec<iutions
Lialance/fall risk

• G1it traininglin~biliry
• flange of m~tian
Home salety

• Strenkthcnin~
• Pain mana~emenT.

Assistive device tr~~inin~;
T'ransf'er training

(aCCUh'ATIC7N11L "(F•IES~AE~Y
• Tnst~~uction on e~dt•~ptive eyuipment
ADI, traii~ing`vhile adhering to
precautions
Uressin~
[i~tlling
Grogming
llathr~am tr~nsl~rs end l~Ml: use

• L,ner~;y conservation
Visual iinpairmenrs

• i-l~m~, sFifery

S~PEt~r,:H TH~F2~PY
• Com~nunication
• Cognition
S~~allowing/dysphagia

• Voice quality
• Saf'etywith oral medications
• ~U~;II1C111:'dl1VF COI17R1L1R1C8110R

needs
• Weight. loss due to malnutrition

FaAl'IFN7/CAR~G+IVER ~:17UCA"PION
Management of multiple
mcciications
Nutrition and fluid lnanageiller~t

• Dressing change technique and
cast care

• Ac.civity guidelines and ei~rgy
conservation

• ~~uipment mal~agement
• S,ilcty in_the 17omc and ~v~iding

t~~llc
• Emergency plan

SKILLED NURSING
• flan of care management
Assess skin integrity and
circulation

• Assess nutrition and hydration
status

• fain assessment and
management

• Complete medication review
i ncluding ~idherence, response,
signs and symptoms of taxiciry

• Medication administration,
inje~tio».s-Sub Q, IM and 1V

• Wound assessment and dressing
changes

• Suture/staple removal
Pressure ulcer wound care

• Orthopedic pin care
• Venipuncture for lab wori:, as

ordered
• De}~ression assessment

t ,i.iil 't~; l!% t'r'~r'l'; ~ f~r7.r'll'l71. r).' (.0 C~~c'r.~l.i~t'r.7 cf~i~ZSl~I~(.'G7l'?•U71•.

Representative Name
(615? g28-5450

ameclisys,com
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Bladder Disorders ~ Cystectai~~y • Nephrostomy ~

• Malignant Neoplasms •Urinary Diversions • Nephrectomy

• Oston~yManageine~~t • Pyelonephritis • Prostatectomy

~ •Urinary Tncoiitinence or Retention • Neutfagenic Bladder • TURP & Uro-lift j

V, "~x f JhA{ t { 1 • "It ri~F': -aya \ Yx~` - C35-• Y. t A S l71. 3.. L 'w"'i.`.v-.t ̂ i'. +. T
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Amedisys usesa comprehensive assessment and inCerdisciplinary tipproach to treat urology patients in their homes,

All disciplines provide ongoing patienticaregiver education, rasing an individualized, dise~.se-specific focus.

;i:ll.l..,.11 hl~.t::' ':.r..:~
• Complete assessment and plan of

i care management «pith physician
~ orders
I ~ Complete medication review,

including adherence, eff~ctivencss
of treatment and evaluation of any

~ adverse reactions
Vital signs and pulse osimetry
Venipuncture for lab work, as
a•dered

• Uruiary and fecal incontinence
management
Ost~my teaching

~ •Catheter changes/management
• NUtCI[t011 a11CI Ilydl'111011
management

' ~ Assess skin integrity and
circulation

i •Pain lssessment

i

,~ ~)

Representative Name
(6~.5) gz8-5450

~medisys,com

Transfer traiiling
• Gaik training
Home safety with moUility

• Strengthening and endtuance
training

• Balance training
• Pain management
Assistive device training

Activities of Daily Living including;
• Dressing
~ BZL~1111~

• Grooming '
• Environmental modifications
Adaptive ec~uipinent use
Bathroom transfers and
equi~merrt

• Energy conservation
• Visual iiiipairu~ents aid
compensations
1-[ome safety with self-care

::,~%~:~~cft ~r~~a~.~.F~r~v
• Commanication
• Cognition
• Swallowing/dysphagia
• Voice quality
Safety with oral medications
Augmentative communication needs

• Weight loss due to malnutrition

:~i~'~":t::p•?'T'ii.:i,~,k~',;V~h"' ~G)11t~~i("IQE1,

• Disease process
• Medication management ai d

teaching
• Sigrrs and symptoms of exacerbation
and/or complications of disease
prncess

• Management of catheters
• Exercise and activity guidelines
Energy conservation

• -Tome sat"ety and avoiding falls
• Smoking cessation
• Nu-trition and fluid management

c~;~;~ll. ra.s 1~~ ~••r~/i~r~ ~~ p~.tric~rzt r~i• lca sr.'/.rr~~lltic~ Gr. COIZ;z~lf~tio~~.

~ ~~'-s`'- -ate '~~;;s~'~. ~y~ -cam,-;x~..r ~ ~ i~ :~, a ;~ ~ ~,~.~e;, ~ ~ ~f~s. - _.
~ "y, ~, t t~i'~-+shy y~` ,rl ~'

FL.?,q~rlll iiGv ~ni znn,



Heart isn~t au~e to pump enougn bioaa to meet the neeas or your poay, irs

known as heart failure,

According to the Centers for Disease Control and Prevention, about 5,7 million people in the United

States have heart failure, React the following symptoms and treatnTent op-lions-for heart failure to learn

more and prepare any questions for your doctor.

/hat i , ~ae~f~•t ~'.~i(~~s:~? The heart receives de-oxygenated blood from t11e body, sends it to the

lungs to be re-oxygenated and then pumps the oxygenated blood tl7rottghout the body. If

someone has heart f~.ilure, the heart isn't able to pump eilougll blood to meet the needs of the

body.

~h~~t af-e tE~~c: =_,i~,ris <l~~c~ s~a~~i~tit.~7rr,.~ c~,i~he4t~~E f~il~7~~t? If you have lzeaxt failure, daily monitoring

of your body weight can Help you monitor your health stariis. If you have anq significant

changes in your weight, make sure to let your healthcare provider know.

Sy,nptnms of heart failure include,

• Fatigue

• Shortness of Ureath

• Swelling in feet, ankles, legs and/or
stomach

• Weight gain caused by fluid retention

• Pulmonary congestion

• Caugliing when lying flat preventing sleep

• Cough with frothy sputum

• Feeling Iilce your heart is racing or the heart
is beating faster

H[o~can l~c~~a~~~ F~~,.r~1t~ !zc_?~~ i~~~: r►~~:ar~ari,c~ p.~Yy I~eark l~~rl~ar•c.? In collaboration with a resident's
physician, Amedisys provides services while educating and ernpoveweriiig the patient to mo~~itor
and manage ~-leai•t Nailure as independently as possible. Our goal is to reduce your symptoms
of heart failure an~i slor~v its progression while improving your quality of life,

This is rn~t intended tc> l~e;a suUstitu~e kor priifession:~l medical advise, diugnnsis iir treatment. AIwuT~s seele the advice of a_physician ~r c~dier
qualified health prr~vidcr ~vilh any qucsiinns yi~u ma~~ have reFurdin~; a medical condilinn.

Amedisys is ~ leading provider of healthcare in the home, Most patients prefer to be at home
when they are managing a chronic condition like heart failure, diabetes or respiratory
problems,

If you would like to learn more about Corporate, please Contact:

~~

Representative Name
(XXX) XXX-XXXX

an~rrciisys.com

Y1~T YA .Zi^" MNPaYnT W ~~£~
e_a,--e sr~s .~..~xs~ n'~- -r, t~ rZ'~tu ~.2~~~`~ts ' _ ~~.`M1.'~..,i ~~'a~~~.a~3n~.,~'~~



1. What is my risk for developing heart failure?

2, Do you 17ave any concerizs aUout tl~e health of my heart?

3. Whet kind of e~:ercise cai~. I da, ~lnd. for how long?

5. Do T have any dietary restrictions?

6, How much sodium should I have each ~1_ay?

7. Can I drink alcohol? If yes, how much?

8, lire there any foods or supplemental vitamins/Faerbs that I should a~=oid with the kypes
of medicines I take?

9, Do I nce~ any routine blood tests, and if so, v~=hich ones and how often?

lQ,Other questions l have:

c9 f'Y1 ~ C~ I'a ~'','::>
i311'lr?C'~ I SyS.C:0111

~~. ~ ~yT~ '`' 15~' i~ A ~ 
~'ti +~~~ qi ~i ar r ~i~~is ~~uz~ iI rl~~ ̀.'f 'T,,.-r~'~ ^sxt ~i'

rt -~`~ ~ ~ . a +,F s- ~:~` . ~.¢?'.,x~~.'~..~,~'o...:wd, fs. oLF `.~xa:~%i.??~y7rr-.w2~~~~~~.~~x~~ -sw"~~

4. What are my target ranges for the following measuremezlts? At what readings should I
notify you?



z .~, __..___...

Our skilled nurses, therapists and other clinicians ar-e specialists
in at-home care for patients with heart failure, hypertension,
myocardial infarction, coronary artery disease, CABG, CVA and
other conditions.

How Amed~sys can help- -- _.:':~__ ,.. ~ _ ,_ ; . g~nefits af'worki~g with Amedisys

> Identification and monitoring of early warning
signs to prevent exacerbation j

Easy referrals 24 hours a dzy, 7 days a week

> Plan of care management

> Medication monitoring and management,
including Injections, IM and IV

> Post-surgical and post-stroke care

y Wound care

> Patient and care-giver education, including
education for newly-diagnosed patients
and self-management skills

> Therapy and rehabilitation to help patients
wish tasks.of daily giving

After hours and weekend care

Help in reducing unnecessary readmissions and
emergent care visits

~~ Care transitions program to ease the move from
acute care to home

~ Mercury poc~ online referral and patient
tracking system

> Collaboration and customized patient updates_, ~ ~ : ~~'-.~;;:
to ensure your plan of care is followed

v;;.

~ Interdisciplinaryteamapproach

~;

.. ~ %
Nome Heo/th C~~re~k

To learn more or refer a patient,
contact your home health care specialist at;

~~o.~~~.0~30
~v~n~w,an•iedi ,ys.corn

'JoumaloFtheAmef(canMecilralAssoclatlan,Janu~ry,2Q12. FL-02).~NHREV 1o/I4



c,~~~ ~r~~~~~~~r~i~~~~~} ~-~;t~:~ ~~ ~ ~~~;~~~~~t~ t,tf~i~~:~~~~,Gl~Y H~~~I~ALI~A~fIOPJS
As gour patients retiun home, our ~~re Transitions Program and expert nurses are there every step of the

way, Through coordination of services, an in-home risk assessment and education on self-care, we help gour

patients move home safely, Togetherwe can work to reduce 30-day readmissions and empowerpadents to take

conerol of their own heald~,

P~ttic~~'t~ ~I~~I r'~:-:a~ t~~~~iv<:~i ;~c~i,u.,::~f,ic~r ~

Our Care Tt~insitions Coordinators help pour patients learia to self-manage symptoms and ~ ̀''-' +
take a more active role in mar~~igiug their a~~vn care, And with the help oFour Bridge to ~ ''

T ~ '',,~.Healthy Living£:-uide, your patients can: ~ ~.,

Tr-acic medications ~ ~„ --- __~ 1 ~ ,~,

~ O~ganizehealch information end aE~~~ointmencs _ ̀c 3'j ~°~[~ ~•,..,~;"

} Improve cominunicatic~il wit11 tl~ieir physician ________ .,,,,~,~,,,,~~

Nl~cli~.~:~tic>n F~c~cc~~n~ili,:~tic~r'i ,~~"~ ".--~'~`°°'"°"''

Older adults over the age of C,5 axe Cwice 1s likely to seek emergent care for an adverse
drug event and are seven times mare likely to be IlospitaLized after an emergency visit.'
Preparing patients to manage medications at home can be a key to keeling ihein out of die hospital.

Our Care Transitions nurses:

Review discharge medication lists

Communicate medic~tian changes

Educate p~~ienes on medicatiaii manage;;~ent

Fol~oW-~Ap /~~:~f~uii71:~ n~i~~k C.c-~~,re~-i~;~~~.ic}r~

According to a recent survey, G7Ma of l;ospiial executives identiEj~ lack of coordin~tic~n between hospital
discharge ~tnd physician follow-up as a major cause i~f presentable readinissioiis,~ Bridging phis gap, our
Care'Tcansitions nurses:

Monitor patient care

Call within 2a-~8 hours to help ensure all needs are met

Coordi»ate ~~rim~liy care follov~~-up ~~E~pointmenes 7 to 1U days from h~~spital discharge

Medira~inn Su~rl4 Pnrus. Ge~rurrs%nr Oitru.~r (;Hoard yid PrrvF~iriun. (.~pdnirr! Inur7u17 I ' 1 fr~ilth L~ar/crs,l~ledin/In l~~lfiRencc. Rcardnrissrons Buzz Srn•uey ResHlts, 3ttn02012,

h. ~rh;//unvu~.healtbinad<•nmrdia.runihnrrr~~gr/2y11 ti.l.pcff

To learn more about our Care Transitior~s Program,
or to make a reTerra(, call,'

Representative Name
~.~ f"~"~ ~ (,.~ I ~'~/ ̀a (863) 680-3531

i i~:~rv: i~i~,~ iii ~medlsys.com

t ~-_~"~'~~`~~,.~'+ft1'~~~fiY~zf~~'~.,,~~ , '" ̂ej,~~ ~;:.,w~e. ~~r,4N'~r~2~-is ~z-*`r~~ _v~:~;~ ~—~' c ~'~+ -zsr ~ n. .~ w + Waif s~~t j u 1if."~s. ~ ~ ~F` Ni',~' `" iP ~• ha pia ~w ~E.~ ~' F'~ ~.~~~~~~ry~ ì i~ ia.~Y,~'~ t7,-.~ss.:i..::7_~s;~~ xr?~~s~s .' `tr~~'~' ~Y'~ +~,'~+ ~~Y f..~~vw ' ~1lxAMA. f.:v~M1 ..f S+, U ~r.~. "k1~P.Y, ie_
rl .:,i~.~.r ~'r P~': ~.i~~~...:~~~; UCN HHAZP7z9on6
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Too often, ~~atients don't underst~ind how to follow through with directions when managing medications at
home, This is especially rr•tae in E~atients with complex diagnoses or multiple rrieciications. Our at-home care
specialists support patients in tracici~l~ and taking }prescribed meciic~tions as ordered - helping to safeguard
quality outcomes and avoid unnecessary rehosp'italizations.

With ourin-home nursing visits, inedir_ati~n educakian and monitoring, and tools such as our Bridge to
Healthy Living GLcl:i~c~, we are able to reduce the pat.ential for adverse e.ff'ects and negative drub interactions,

Speci~.cally we can help;

Provide education, tools and monitoring to Delp
patients talce i~.~edicarioil ~ls prescribed.;

? Assist in communication and collaboration
between you, dour patient, lnd other health care
providers;

1 Establish easy-to-follow practices-for patients and
caregivers ko getter menage their owri medications;

3 Monitor patients fcr drug interactions ~.nd
ileg~tive side effects;

> Help patients keep an up-to-date record of
their medications, over-the-counter drugs ai~d-
supplements to~hare with all of their health care
providers; and

Identify barriers to medication compliance —
includingvision an~~ dexterity, as well as cognitive
or financial issues —and provide treatment and
P2SOUfC25 RS a~]~P0~1'1~31:t,

To learn more., ccill yourhome health care i~~presentative at'

(225) 2g2-2o31

J ~medisys,com
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'Adults and Older Adult Adverse Drug Events, Centers for
Drsensc Contra! and Prevcntton, Updated June 19, 2017,
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Amedisys Home Health Care ''

510,732.0730 Flome Ifealth Servrre~s

800.43~.~095
www.amedisys.rom
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Thy diabetes grogram is based upon national standards su}~portsd-by the

American Di~hetes Assocl~tiAn (ApA), The procu•am F~lps ~~tienm under~tanc!

the importance of controlling blood glucose levels and the prevention of

4ong-term com~lit~ti~rts.

We have receives recu~nliion from the /~merican Diabetes Association

(~1DA~ fcr our Diabetes ai home Program. Al! of our agencies follow this

program.

Amedisys Home Health Care ~~~~p~

800.430,0045
www.amedisys.com



Tfris p~agrarn has been carefully designed in help improve the yuatfty of life

(n. patients living-with COPD. TEachinr~ celf•m~nagement end e~rly intervenilon

skili~ ara the keys to improving paji~rfs' q~a[ity of li(a. Through tha active

invotvemenl of the patiEnj ar~d csieyiver fn the rranagemant ~f their disease,

the treatment p(sn will help prevent or Jeloy comp4ic~tions for those living

with COPD, end help the patient Gchi~ve the best possible outcome,

Our program follows national standards of carp in arcorcian~e with the

guidelines set iorth hey the American Thoracic Society, American Lung

Association end American Nurses Association Standards of Nursing Practice.

Arnedisys Home Health Care y~,~ ;~~.
510.732.0730 „ ,,," h~~,~~~;.1"'

$OO.q~3Q,0095
www.amedisys.com
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Tl~e Orthopedic Recovery C~ Home Progr-am foccises on:
p f4~+in Management

P~ir~nusl Therr~F~y Techniqueo
n Safe Indcp~ndant Mol~ility

Who is Eligible?
ill patfa_nts who require any onhapedic ar posi-operativE, in-home care
era eti~~ible. This service ~Ilows patients to recover in the eamtort of homy
under a supervised skiltod plan of care as directed by the(r physician,

Amedisys Nome Health Care
510.732.0730
800.430.0095
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Dates) 
01 /2018; 11 /2018

Policy: AA-016 Revised:
Subject:
Dfschar e of Patients
Applicable Servic~(s):
Home Health Page: ~ Page 1 of 18 __

PURPOSE:
• The process for discontinuing home health services will be subject to the guidelines as outlined below

and as mandated by appropriate state regulatory entities.
• To- have a discharge process to ensure the patient is being discharged appropriately and

arrangements have been made to address any ongoing health care needs the pa~ient may "ave at
the time of discharge.

REGULATORY GUIDANCE:
§484.50 Condition of participation: Patient rights.
(d) Standard: Transfer and discharge. The patient and representative (if any), have a right to be

informed of the HHA's policies for transfer and discharge, The HHA may only transfer or discharge the
patient from the HHA if:
(1) The transfer or discharge is necessary for the patient's welfare because the HHA and the

physician who is responsible for the home health plan of care agree that the HHA car no longer
meet the patients needs, based on the patient's acuity. The HHA must arrange a safe and
appropriate transfer to other care ertities when the needs of the patient exceed the HHA's
capabilities;

(2) The patient or payer wilt no longer pay for the services provided by the HHA;
(3) The transfer or discharge is appropriate because the physician who is responsible for the home

health plan of care and the HHA agree that the measurable outcomes and gcals set forth in the
plan of care in accordance with §484.60(a)(2)(xiv) have been achieved, and the HHA and the
physician who is responsible for the home health plan of care agree that the patient no longer
needs the HHA's services;

(4) The patient refuses services, or elects to be transferred or discharged;
(5) The HHA determines, under a policy set by the HHA for the purpose of addressing discharge for

cause that meets the requirements of paragraphs (d)(5)(ij through (d)(5)(iii) of this sEciion, that
the patient's (or other persons in the patient's home) behavior is disruptive, abusive, ar
uncooperative to the extent that delivery of care to the patient or the ability of the HHA to operate
effectively is seriously impaired. The HHA must do the fallowing before it discharges a patient for
cause:
(i) Advise the patient, representative (~f any), the physicians) issuing orders for the home hea ih
plan of care, and the patients primary care practitioner or other health care professional who will
be responsible for providing care and services to the patient after discharge from the HHA (if any)
that a discharge for cause is being considered;
(ii) Make efforts to resolve the problems) presented by the patienrs beh-~vior, the behavior of
other persons in the patient's home, or situation;
(iii) Provide the patient and representative iif any), with contact information for other agencies or
providers who may be able to provide care; and
(iv) Document the problems) and efforts made to resolve the problem(s), and enter this
documentation into its clinical records;

(6) The patient dies; or
(7) The HHA ceases to operate.

§484.110 Condition of participation: Clinical records.
The HHA must maintain a clinical record containing past and current information for every patient
accepted by the HHA and receiving home health services. Information contained in the clinical record
must be accurate, adhere to current clinical record documentation standards of practice, and be
available to the physicians) issuing orders for the home health plan of care, and appropriate HHA staff.
This information may be maintained electronically.
(a) Standard: Contents of clinical record. The record must include:

(1) The patient's current comprehensive assessment, including all of the assessments from the
most recent home health admission, clinical notes, plans of care, and physician orders;
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(2) A!I interventions, including medication administration, treatments, and services, and responses
io those interventions;

(3) Goals in the patient's plans of care and the patients progress toward achieving them;
(4) Contact information for the patient, the patient's representative (if any), and the patients primary

caregiver(sj;
(5) Contact information for the primary care practitioner or other health pare professional who will

be responsible for providing care and services to the patient after gischarge from the HHA; and
(6)(i) A completed discharge summary tha± is sent to the primary care practitioner or other health

care professional who will be responsible for providing care and sen,~ices to the patient after
discharge from the HHA (if any) within 5 business days of the patient's discharge; or
(ii) A completed transfer summary that is sent within 2 business days of a planned transfer, if the
patient's care will be immediately continued in a health care facility; or
(iii) A completed transfer summary that is sent within 2 business days of becoming aware of an
unplanned transfer, if the patient is still receiving care in a health care facility at the time when
the HHA becomes aware of the transfer.

Agencies must adhere to the most stringent regulations (state, federal, accreditation, professional
practice, etc.); see also the state specific regulations located behind this policy for additional
reference.

PROCEDURE:
1. The HHA may only transfer or discharge the patient from the HHA if:

A. Acuity:
(1) The transfer or discharge is necessary for the patient's welfare because the HHA and the

physician who is responsible fior the home health plan of care agree that the HHA can no
longer meet the patients needs, based on the patients acuity.

(2) The HHA must arrange a safe and appropriate transfer to other care entities when -the needs
of :he patient exceed the HHA's capabilities;

(3) Fxampl~s include:
a, The agency can no longer provide appropriate staffing.
b. The agency will no longer provide a particular service needed by patients

B. PaymentlElig~ility:
(1) The patient or payer will no longer pay for the services provided by the HHA.
(2; The patient fails to centi!~;~e to meekcriteria for eligibility of services established by the

patients payor sources.
(3) Examples include:

a. Failure to comply with face-to-face and homebound requiremenrs.
b. The agency has not been/will not be compensated for care provided
c. No signed orders from appropriately licensed practitioners (doctcrs of medicine,

osteopathy or podiatry) are in effect upon which to base services.
d. In fhe event of a natural disaster when the client's health and safety is at risk.
e. If the patient is found to be ineligible for home care services, all attempts will be made by

the agency to direct the individual to the appropriate community resource and notification
will be made to the patient's attending physician and/or referral agency.
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C. Goals and measurable outcomes achievedlgoals met:
(1) The transfer or discharge is appropriate because the physician who is responsible for the

home heath plan of care and the HHA agree that the measurable outcomes and goals set

forth in the plan of care in accordance with §484.60(a)(2)(xiv) have been achieved;
(2) And the HHA and the physician who is responsik~!e for the home health plan of care agree

that the patient no longer needs the FiHA's services;
(3) Examples include:

a. The goals of the patient's plan of care have been attained or are no longer attainable.
b. A caregiver has been prepared and is capable of assuming responsibility for care.

D. Patients choice:
(1) Patient refuses services,
(2) Patient elects to be transferred or discharged;
(3) Examples include:

a. The patient moves to a locatior outside of the licensed geographic service area of the

agency.
b. The patient crhis/her legally authorized representative chooses another provider
c. The patiant or the patient's legally authorized representative terminates services by the

Agency or refuses care.

E. Discharge for cause:
(1) The patient's (or other persons in the patient's home) behavior is disruptive, abusive, or

uncooperative to the extent that delivery of care to the patient or the ability of the HHA to

operate effectively is seriously impaired.
(2) Examples include:

a. Threats of violence or actual violence to agency staff members, and conditions in or
around home, which pose safety risk to staff

b. The patient's home environment will not support the provision of home health, services.

c. There is suspected illegal activity in the patient's home. i.e. drug abuse or history of drug
abuse.

d. Agency staff members are subject to sexual harassment or verbal abG~se when, they
provide services to the patient

e. The patient cannot care for him/herszlf in between visits from Agency personneland no
reliable paid or voluntary primary caregiver is available fo meet all of the needs of the
patient between visits by Agency staff

f. The patient and/or primary caregiver sre noncompliant or have a documented "istory of

noncompiiarce in cooperating to attain the cbjective3 of Home care
g. Agency staff members are subject to racial discrimination when they provide se; ✓ices to

the patient.
(3) The HHA must do the following before it discharges a patient for cause:

a. Advise the following that a discharge for cause is being considered:
i. The patient,

ii. representative (if any),
iii. the physicians) issuing orders for the home health plan of care, and
iv. the patient's primary care practitioner or other health care professional who will be

responsible for providing care and services to the patient after discharge from the

HHA (if any).
b. Make efforts to resolve the problems) presented by the patient's behavior, the behavior

of other persons in the patient's home, or situation;
c. Provide the patient and representative (if any), with contact information for other agencies

or providers who may be able to provide care; and
d. Document the problems) and efforts made to resolve the problems) and enter this

documentation into its clinical records.
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F. The pa~ient dies; or

G. The HHA ceases to operate.

2. The Director of Office Operations is the sole determiner of the decision to discharge the patient
considering the above criteria.

3. Discharge planning will begin during the initial admission evaluation and continues throughout the

length of service. The patient, or his/her representative if any, shall be informed of and participate in

discharge planning.

4. The Plan ofCare will identify problems and goals that -need to be met for discha~ ge. Goals and

discharge planning are discussed with patient and caregiver.

5. The physician will be notified of the patients discharge from the home health agency. Documentation

of physician notification ~:~ill be evident in the patients medical record. Oily when required by state

regulations will a discharge order be generated.

6. When a skilled discipline discharges the patient from their service, the discipline will complete a

discharge summary that will be available to the physician upon request. Note Exceptions:

• When a therapist (PT, OT, ST, and MSW) completes an evaluation only, provides no
subsequent therapy/care, the therapist will document communication/ notification to the

physician and a discharge summary is not required.
• When SN completes an assessment only or provides aone-time only visit (venipuncture for lab,

etc.) for a patient receiving another skilled service and no subsequent Skilled Nursing services
are ordered, the nurse will document communication/notification to the physician and a
discharge summary is not required.

7. The discipline will also provide the patient with discharge instructions pertaining to that discipline, if
applicable.

The clinician assigned to supervise and coordinate care for a particular patient must complete a

discharge summaiy when services are terminated. A completed discharge summary that is sent to

the primary care practitioner or other healin care professional who will be resp_c~nsible for providing

care and serdices to the patient after discharge from the HHA (if any) within 5 i~usiness days of the

patients discharge. The Discharge Summary includes:
a. Reason for Homecare admission
b. Summary of Care and Services provided and progress towards goals
c. Symptoms needing continued management
d. Instructions given to patient and family

9. A Discharge OASIS is completed within 48 hours for applicable patients.

10. The patient's discharge date is the date of discontinuation of services, patient death, transfer out of

the service area or when the agency becomes aware of the discharge.

1 1. The discharge chart is completed and audited after the discharge date or documented discharge

notification.
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12. When patients already admitted to the agency meet one (1) or more of the criteria listed to
discontinue services, the agency may take the foi!owing actions:
A. Hold a case conference to determine whether to discontinue services and if so, whether

immediate ±ermination is warranted or what constitutes a reasonable notice period considering
facts ana circumstances relevant to individual patients and applicable state and/or federal
requirements. The results of this case conference will be documented in the patients chart,
including:
(1) The date and time of termination
(2) The reasons) for termination
(3) In appropriate circ~!mstances such as violence or an admission to an institutional provider,

services may be discontinued immediately.

B. If a decision is made to ±erminate services, staff will normally verbally notify non-institutionalized
patients and their attending physicians at least 2 days prior to discharge of the date and time of
termination- of services and the reasons) for termination within a reasonable period of time prior
to discharge, or within a specified time frame according to state regulation. These verbal
communications will be documented in the patient's chart. When patents who are admitted to

hospitals or other institutions are discharged, the Agency will normally notify the discharge
planning staff at the hospital or other institution that the patient cannot be readmitted to the
agency.

C. Verbal notification to non-institutionalized patients not in jeopardy will normally be immediately
followed by written notice (Notice of Medicare Non-Coverage) Written notice will also include any
additional information that may be required by state and/or federal requirements. A copy of this
written notice shall be placed in the patient's chart.

D. Agency staff will report to adult and child protective services as appropriate and in accordance
with applicable requirements of state law and regulation.

13. The patients discharge date on the Discharge Summar;, and the Discharge OASIS assessment should be
the date the agency becomes aware of the patients discharge or discontinuation of services, patient death, or
transfer out of service a. ea.
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Discharge Order Requirements per Sate
Please see the following table listing the different states and ine specific requirements.

*See Slate Specific section for regs

STATE
~C orders required if pt is discharged
prior to end of episode

:4labama No

Arkansas No

Arizona Yes

California No

Connecticut No

Delaware No

District of Columbia No

Florida No

Georgia Yes

Illinois Yes

Indiana No

Kansas No

Kentucky ~ No

Louisiana Yes

Maine Yes

Maryland No

Massach~etts No

Minnescta No

Mississippi
Yes
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STATE
DC crders ~~quired if pt is discharged
ricr to end a# e isode

Missouri No

New Hampshire No

New Jersey No

New York No

North Carolina Rio

Ohio No

Okiahor~a No

OrEgon ?Jo

Pennsylvania No

Rhode Island No

South Carolina No

Tennessee No

Texas No

Virginia No

Washington No

West Virginia No

Wiscons;n No
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State Spec;`ic Requirements

Alabama:
Discharge/ OrderslSurrmar~r: Fc~llovds Medicare Conditions of Participation

Arizona:
At the time of a Scheduled Discharge the CC must ensure a D/C plan, D/C Instructions an~i a D/C

Summary and have available to the physician upon request. A CIC order is required for non-

scheduled Discharges.

5. "Discharge summary" means a brief review of service, patient status, and reasons for discharge.

R9-10-1105. Plan of Care
C. Staff shall document, in the medical record, any verbal order for either the initiation ar modification to

the plan of care and shall include in the record the physician's verifying signature which shall be

obtained within 30 days of the order.

R9-10-1108. Medocal Records
B. Each agency shall maintain a medical record for each patient which contains the following:
13. Patient transfer or discharge plan and discharge summary.

Arkansas:
Discharge /Orders/Summary: Follows Medicare Conditions of Participation

California:
Discharge/Orders/Summary: The discharge statement shall include the date of discharge, reason for

termination of services and condition upon discharge. All health records of discharged patients shall be

completed within 30 days after the discharge.
(a) The agency shall establish and maintain for each patient accepted for care a health record which
shall include the following information:
(9) discharge statement. The discharge statement shall include the date of discharge, reason for
termination- of services, and condition upon discharge

(c) All health records of discharged patients shall be completed within. 30 days after their discharge date.

(d) Health records of each discharged adult patient shall be kep; for a minimum of seven years following
discharge of the patient. The healtr record of a discharged minor shall be kept for at least one year
after the minor has reached the age of 18 years and .n all cases not less than seven years.

Connecticut:
DischargelOrders/Summary: The phy~:cian rust be notified each time one or more services are

terminated and upon discharge. No discharge order is required.
Discharge from Service:

(A) Agency policies shall define categories for discharge of patients. These categories shall

include but not be limited to:
(i) Routine discharge--termination of services) when goals of care have been met and

patient no longer requires home health care services;
(ii) Emergency discharge--termination of services) due to the presence of safety issues

which place the patient and/or agency staff in immediate jeopardy and prevent the
agency from delivering home health care services;

(iii) Premature discharge--termination of services) when goals of care have not been met
and patient continues to require home health care services;

(iv) Financial discharge--termination of services) when the patient's insurance benefits
and/or financial resources have been exhausted.
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(B) In the case of a routine discharge the agency shall provide:
(i) pre-discharge planning by the primary care curse, attending physician, or dentist and

other agency staff involved in patient's care, which shall be documented in patient`s
clinical record;

(ii) A procedure through which the patient's physician or dentist is notified each time one or

more services are terminated, and when the patient is discharged.
(C) In the case of an emergency discharge the agency shall immediately take all measures

deemed appropriate to the situation to ensure patient safety. In addition, the agency shall

immediately notify the patient, the patient's physician, and any other persons or agencies

irvolved in the provision of home healtr care services. Written notification of action taker,
including date and reason for emergency discharge, shall be forwarded to the patient and/or
family, patients physician, and any other agencies involved in the provision of home health
care services within five (5) calendar days.

(D) In the case of a premature discharge the agency shall document that prior to the decision to
discharge a case review was conducted which included patient care staff, supervisory and
administrative s~aff, patient's physician, patient and/or patient representative, and
representation from any other agencies involved in the plan of care.
(i) Decision to continue service: .f the decision of the case review is to continue to provide

service, a written agreement shall be developed between the agency and the patient or

his/her represents+ive to identify the responsibilities of both in the continued delivery of

care for the patient. This agreement shall be signed by the agency administrator and
the patient or his representative. A copy shall be placed in the patient's clinical record
with copies sent to the patient and his or her physician.

(ii) Decision to discharge from service: If the case review results in an administrative
decision to discharge the patient from agency services, the administrator shall notify
the patient and/or family and the patients physician that services shall be discontinued
in ten (10) days and the patient shall be discharged from the agency. Services shall
continue in accordance uvith the patient's plan of care to ensure patient safety until the

effective day of discharge. The agency shall inform the patient of other resources
available to provide health care services.

(E) In the case of a financial discharge the agency shall conduct a:
(i) Pre-termination Review' Whenever one or more home health services are to be

terminated because ofi exhaustion of insurance benefits or financial resources, at least
ten (10) days prior to such termination there shall be a review cf need for continuing
home health care by the patient, his family, the supervisor of clinical services, the
pati~nYs physician or dentist, primary care nurse aid other staff involved in the
patient's care. This determination and, when indicated, the plan developed for
continuing care shall be documented in :he patient's clinical record.

(iij Post-termination Review: The clinical records of each patient discharged because of

exhaustion of insurance benefits or financial resources shall be reviewed by the
professional advisory committee or the clinical record review committee at the next
regularly scheduled meeting following the discharge. The committee reviewing the
record shall ensure that adequate post-discharge plans have been made for any
patient with continuing home health care needs.

Delaware:
Title 16, 4470 Skilled Home Health Agencies (Licensure)
6.8 Discharge
6.8.1 The patient, or her/his representative if any, shall be informed of and participate in discharge

planning.
6.8.2 The home health agency shall develop a written plan of discharge which includes a summary of

services provided and outlines the services needed by the patient upon discharge.
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6.8.3 When discharging a patient who does not wish to be discharged, a minimum c€ t~a~o (2) week notice
will be provided to permit the patient to obtain an alternate serv;ce provider. Exceptions to the two (2)
week notice provision would include:

6.8.3.1 The discharge of patients when care goals have. been met.
6.8.3.2 The discharge of patients whey care needs undergo a change which necessitates transfer to

a higher level of care and for whom a new discharge plan needs to be developed.
6.8.3.3 The discharge of patients when there is documented non-compliance with the plan of care or

the admission agreement (including, but not limited to, nonpayment of justified charges).
6.8.3.4 The discharge of patients when activities or circumstances in the home jeopardize the

v~e!fare ark safety of the hoir~e health agency caregiver.

District of Cofumaia:
Each home care agency shall have written policies that describe transfer, discharge, and referral criteria
and procedures.
Each pat~ert shall receive written notice of discharge or referral no less than seven (7) calendar days
prior to the action. The seven (7) day written notice shall not be required, and oral notice may be given at
any time, if the trar~fer, referral or discharge is the result of:

a) A medical or social emergency;
b) A physician's order to admit the patient to an in-patient facility;
c) A determination by the home care agency that the referral or discharge is necessary

to protect the health, safety or welfare of agency staff;
d) A determination, made o. concurred in by a physician, that the condition that

necessitated the provision of services no longer exists; or
e) The refusal of further services by the patient or the patients representative.

Each home care agenc;~ shall document activities related to discharge planning for each patient in the
patients record

Florida:
Discharge/Orders/Summary: When an agency terminates services fior a patient needing continuing
home health care, as determined by the physician, for patients receiving care under a physician's order,
or as determi^ed by the patient or caregiver, for patients receiving care without a physician's order, a plan
must be developed and a referral made by home health agency staff to another "ome health agency or
service provider prior to termination. The patient must be notified in writing of the date of termination, the
reason fir termination, and the plan for continued services by the agency or service provider to which the
patient has been referred.
This requirement does not apply to patients paying through personal n.inds or private insurance who
default on :heir contract through ron-payment. The home health agency should provide social work
assistance to patients to help them determine their eligibility fior assistance from government funded
programs if their private funds have been depleted or will be depleted.

Georgia:
Discharge/ Ordersl Summary: Clarification from the GA DOH Jennifer Oetzel, Home Health Agency
Program Manager of the Office of Regulatory Services at the Georgia Department of Human Resources:
the discipline specific discharge does not need to be sent to the physician; the Agency Discharge
Summary must be sent.
290-5-38-.08 (e) Coordination of Patient Services. All personnel providing services shall maintain a liaison
with the Home Health Agency to assure that their efforts effectively complement one another and sup-
port the objectives outlined in the plan of treatment. The clinical record shall contain dated minutes of
case conferences verifying that effective interchange, reporting, and coordinated patient evaluation does
occur.
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A written summary report of clinical and progress notes for each patient shall be sent to the attending
physician at least every sixty (6C) days and upon discharge. A copy of these reports shall become a_
permanent part of tie patient's clinical record.
01129/2016: Cla-ification from GA Rancy Holz-Scott who stated that in addition to sending the D/C
summary to the physician, the Discipline D/C summary musi show evidence of MD notification.

Illinois:
Section 245.200 Services —Home Health
d) Acceptance of Patienis. Patient acceptance and discharge policies shall include, but not be limited

to, the following:
5) When services are to be terminated by the home health agency, the patient is to be notified three
working days in advance of ±he date of termination, stating the reason Tor termination. This
information shall be documented in the clinical record. When indicated, a plan shall be developed
or a referral made for any continuing care.

6) Services shall not be terminateu until such time as the registered r~rse, or the appropriate
therapist, or both, in consultation with the patient's physician or podiatrist, deem it aparopriate or
arrangements are made for continuing care.

fl Consultation with the patient's physician or podiatrist on any modifications in the plan of treatment
deemed necessary shall be documented, and the patient's physician's or podiatrist's signature
shall be obtained within 30 days after any modification of the medical pian of treatment.

1) The home health services team shall review the plan every 62 days, or more
often if the patients condition warrants.

2) An updated plan of treatment shall be given to the patients physician or podiatrist
for review, for any necessary revisions, and for signature every 62 days, or more
often as indicated

n) Clinical Records
M) A discharge summary giving a brief review_of service, patient status, reason for discharge,

and plans for post-discharge needs of the patient. A discharge summary may suffice as
documentation to close the patient record for one-time visits and short-term or event-focused
ordiagnoses-focused interventions, The discharge summary need not be a separate piece
of paper and may be incorporated info the routine sur~mar; of report already furnished to
the physician.

Indiana:
Discharge/Orders/Summary: The patient, the patients legal representative or other irrdividua!
responsible for the patients care shall be given notice of discharge at least five ,5} calendar days before
the services are stopped. The Agency must continue, in good faith, to provide services during the 5-day
period. If the Agency cannot provide such sen~ices during that period, its continuing attempts to provide
services must be documented. The five (5) day period does no±apply in the following circumstances:
• The health, safety, and/or welfare of the home health agency's employees would be at immediate

and significant risk if the home health agency continued to provide services to the patient.
• The patient refuses the home health agency's services.
• The patient's services are no longer reimbursable based on applicable reimbursement

requirements and the home health agency informs the patient of community resources to assist
the patient following the discharge; or

• The patient no longer meets applicable regulatory criteria, such as lack of physician's order and
the home health agency informs the patient of community resources to assist the patient following
discharge.

Amedisys, Inc.



Dates; 
0112018; 11 /2 18

Policy: AA-016 Revised:
Subject:
Discharge of Patients
Applicable ~ervicejs):
Home Health gage: Pa e 12 of 18

Kansas:
Discharr~e/OrderslSummary: A discharge summary report is a concise statement signed ~y a qualified
health professional, reflecting the care, treatment and response of the patient in accordance with the
patient' s plan of care and the final disposition at the tirrre of discharge.

Kentucky:
Discharge/Orders/Surr2mary: Follows Medicare Condifians of Participation

Louisiana:

Discharge/Orders/Summary: Fer Marion Tate — LA Health Standards — DGH 2.22.16. "If the HNA has
completed the ordered frequency — a discharge order .s not necessary, however there should- be
documentation in the medical record of communication with the physician. If the HHA did not complete
the ordered frequency for whatever reason —patient improved, patient refines, etc., a discharge order is
needed since the HHA would no longer be providing services according to the physician's plan of care.

39123. r'atient dare Standards
G. Discharge Policy and Procedures
1. The patient may be discharged from an agency when any of the following occur:

a. the patient care goals of home care have been attained or are no longer attainable;
b. a caregiver has been prepared and is capable of assuming responsibility for care;
c. the patient moves from the geographic service area served by the agency;
d. the patient and/or caregiver refuses or discontinues care;
e. the patient and/or caregiver refuses to cooperate in attaining the objectives of home care;
f. conditions in the home are no longer safe for the patient or agency personnel. The agency shall

make every effort to satisfactorily resolve problems before discharging the patient;
g. the patient's physician fails to renew orders for the patient;
h. the patient, family, or third-party payor refuses to mee; financial obligations to agercy;
i. the patient no longer meets the criteria for services established by the payor source.;
j. the agency is closing out a particular service or any of its services;
k. death of the patient.

2. The agency must have discharge procedures that include, but are not limited to:
a. notification of the patient's physician;
b. documentation of discharge planning in the patients record;
c. documenta~io~i of a discharge summary in the patient's record; and
d. forw~rdin~ of the discharge summary to the physician, if requested.

3. The following procedures shall be followed in the event of the dea#h of a patient in the home:
a. the pro-der authorities shall be notified immediately in accordance with state and local ordinances;
b. the home health agency parent office s"all be notified;
c. the home health agency personnel in attendance shall offer wh~teve~ assistance they can to the

family and others present at scene; and
d. progress notes shall be completed in detail and must include observations of-the patient, any

trea±ment provided, individuals notified, and time of death, if estak~lished by the physician.

F. Medical Social Services
f. submit a written assessment and summary of services provided when medical social work services are
discontinued, including an assessment of the patient's current status that will be retained in the patients
clinical record.
G. Nutritional Guidance Services
i. prepare a written discharge summary and ensure that a copy is retained in patient's clinical record and
a copy is forwarded to the attending physician;
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H. Occupational Therapy
f. when occupational therapy services are discontinued, submit a written summary of services
provided, including ar assessment of patient's current status, for retention in the patient's clinical record;
J. Physical Therapy.
f. when physical therapy services are discontinued, prepare a written discharge summary and enure that
a copy is retained in the patient's clinical record and a copy is forwarded to the attending physician;
M. Speech Pathology Services
f. submit a written summary of the services provided when speech therapy services are discontinued
including an assessment of the patient's current status, which shall be retained in the patient's clinical
record.

Maine:
7.F. PatientlClient Records

7.F.1. Each Home Health Care Services Provider's patient/client shall have an identifiable
clinical record initiated and maintained by the Home Health Care Services Provider in accordance
with accepted prafiessional standards. Patient/client records shall captain but not be limited to:

m. Where appropriate, a dated and sig-ned discharge summary giving a brief review of
service, patient/clie~t status, reasons) for discharge, and plans for post-discharge needs
of the patient/client;

7.G. Patient/Client Transfer and Discharge
7.G.1 Each Home Health Care Services Provider must have written critzria for the transfer,
referral and/or discharge of patients/clients. At the time of transfer, referral and/or discharge, the
patient/client must meet at least one of the following criteria. Criteria must, but are not limited to:

a. The patient's/clients welfare and/or medical needs cannot be met by the Home
Health Care Services Provider,

b. The patients/client's health and/or functional abilities have improved so that the
patient/client no longer needs the services provided by the Home Health Care
Services PrGvider, as ordered by the patient's/client's physician, with agreement from
all parties involved;

c. The health and safety of individuals providing services is endangered.
7.G.2. A written notice of discharge or transfer must be sent to patients/clients at least

fourteen(14}days before services are terminated. A written notification of patients/clients'
appeal rights ~;~u~t be included in this_ notice and must fo~low State and Federal
requirements. The only written exceptions to this regulation are Chapter 7.G.1.b. and
Chapter 7.G.1.c.

7.G.3. Each patient's/client's clinical record must contain documentation describing the criteria
that necessitated the transfer, referral and/or discharge. Documentation must include, but
is norlimited to:
a. Signed and dated physician's orders for transfer, referral or discharge,
b. Multidisciplinary interventions that have been tried and failed to meet the patient's

needs if applicable;
c. Notation of the cessation of operation of the Home Health Care Services Provider, if

applicable, and Incidents and/or circumstances where agency staffs' health and
safety are endangered if applicable.

Maryland:
DischargelOrders/Summary: Records of discharged patients must be completed no later than 30 days
after the date of discharge.

Massachusetts:
Discharge /Orders/Summary: Follows Medicare Conditions of Participation

Amedisys, Inc.
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Mississippi:
130 PATIENTS' RIGHTS
130.01 General. The agency shall maintain written policies and procedures regarging the rights and

responsibilities of patients. These written policies and procedures shall be established in consultation
with the Pro`essional Advisory Committee. Written policies regarding patients' rights shall be made
available to patients and/or their guardian, next of- kin, sponsoring agency or agencies, or lawful
representative and to the public. There shall be documented evidence that the staff of the agency is
trained and involved in the implementation of these policies and procedures. In-service on patient's
rights and responsibilities shall be conducted annually. The patients' rights policies and procedures
ensure that-each patient admitted to the agency:

4. Is transferred or discharged only for medical reasons, or for his welfare, or for nor-payment (except as
prohibited by Titles XVIII or XIX of the Social Security Act), or on the event of an unsafe environment,
or should the patient refuse treatment, and is given advance notice to ensure orderly transfer to
discharge, and such actions are documented in his clinical record;

101.15 Discharge Summary shall mean the written report of condition of patient, services re. ~~ered,
pertinent goals achieved during the entire service provided and final disposition at the time of discharge
from the service.
124.01 Manual.
c. When services are Yo be terminated by the home health agency, the patient and the physician or
podiatrist are to be notified in advance of the date of termination stating the reason and a plan shall be
developed or a referral made for any continuing care.
d. Services shall not be terminated without an order by the physician or podiatrist in consultation with the
registered nurse and/or the appropriate therapist. Except in cases of non-payment, where the specific
and approved plan of care has been documented as completed, where the patient refuses treatment, in
the event of an unsafe environment, or should the patient require the services beyond the capability of
the agency. In any event, the physician or podiatrist steal! be notified of the termination of services.
Arrangements shall be made for continuing care ~Nhen deemed appropriate.

Missouri:
Discharge/Orcl~rslSummary: Fo;lows Medicare Conditions of Part;cipation

New Hampshire:
Discharge/Orders/Summary: Fol~ows Medicare Conditions of Participation

New Yark;
DischargelOrders/Summary: A patient may be discharged by the agency only ?fter consultation, as
appropriate, with the patient's authorized practitioner, the patient, the patient's family or in*ormal supports,
any legally designated patient represents±ive, and any other professional personnel including any other
case management entity involved in the plan of care. If the agency determines that the patient's health
care needs can no longer be met safely at home, the agency must continue to provide home health
services only to the extent necessary to address minimally essential patient health and safety needs until
such time as an alternative placement becomes available and such placement is made or the patient or
the patient's legal representative, who has the authority to make health care decisions on behalf of the
patient, makes an informed choice to refuse such placement. As appropriate, the patient and family or
informal supports, any legally designated patient representative and any other professional personnel
including any case management entity involved, shall be fully informed of the agency's intent to discharge
the patient to an alternate service, when available, and shall be consulted in the development of an
interim plan of care.

Amedrsys, Inc.
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North Carolina:
Dis~hargelG~rders/Summary: A discharge summary is completed, a. ~d the physician is notified of the
discharge. An advance notificatior, to patient or responsible party of at least 48 hours is required, except
in cases where the patient agrees with discharge.

Ohio:
Jisch~rge/OrderslSummary: Follows Medicare Conditions of Participation

Oklahoma:
Discharge/OrderslSummary: The physician is notified of discharge.

Oregon:
Dischargeiarders/Summary: Follows Medicare Conditions of Participation

Pennsylvania:
DischargelOrders/Summary: Fellows Medicare Conditions of Participation

(b) Reasonable expectations of the home nursing care provider's or home care provider's capability to
respond to the medical and nursing needs of the patient;
(c) Plan of care;
(d) Constraints imposed by limitation of sen~ices, family conditions;
(e) Community or other resources to ensure continuity of patient care; and
(f) Such other criteria as may be deemed appropriate.

(i) Discharge summaries.
16.1.1 Home nursing care provider or home care provider personnel involved in the care of patients shall
participate, to the extent possible, in developing care plans. When practical, designated home nursing
care provider or home care provider personnel shall complete a "Continuity of Care" form as approved by
the Director for each patient who is discharged to anoiher health care facility, such as a nespital or
nursing facility, or other facility licensed under the provisions of RILL Chapter 23-17 [Reference 1]. Said
form shall be provided to the receiving facility, agency, or provider prior to, upon transfer, or discharge of
the patient. (See the Department's vdebsite for the approved form: www.h~althri.orq).

Medca/ Ser✓ices
21.8 Patients admitted for medical services shall be under the care c{ a licensed physician responsible for
the develc~ment of the plan of care.
(al A care plan prescribed by the attending physician, if appropriate, shall cor#ain no less than the
following:
(1) Pertinent diagnosis, including mental status, le~~el of consciousness, ability to communicate including

language, speech and hearing;
(2) Tykes of services and equipment required, frequency of visits, prognosis, rehabilitative potential,
functional limitations, activities permitted, nutritional requirements, medications and treatments, safety
measures (if any), instructions for continuing care, referral or discharge; dates/times of any follow-up
appointment(s), when known; and

South Carolina:
DischargelOrders/Summary: Follows Medicare Conditions of Participation

Amedisys, Inc.



Dates) 01 /2018; 11 /2018
Policy: AA-016 Revised:
Subject:
Discharge of Patients
Applicable Servicels):
Home Health Page: Pa e 16 of 18

Tennessee:
QischargelOrders/Summary: The discharge summary shall be dated and signed within 7 days of

discharge. A copy of the discharge summary is available to the physician upon request. The discharge
summary musi include medical and health status at discharge.
For patients receiving services through the Division of Mental Retardation Services (DMR~): if the agency
determines that they are no longer willing or able to provide services they must comply with the following:

1. Prior to discontinuation of authorized services, the agency will obtain approval from DMRS;

2. The agency will notify the consumer, their conservator or guardian and DMRS no less than 60

days prior to the planned discharge;
3. If the consumer or his/her representative request a hearing in accordance with T.C.A 33-1-202,

the discharge will not occur prior to the final agency decision and resolution of the administrative

appeal unless ordered by a court and approved by the state;
4. The agency shall continue to provide service until the consumer is provided with other services

that are acceptable and appropriate quality in order to maintain the continuity of care
5. If the consumEr or his/her representative request to be discharged from the agency, the agency

will fellow the steps outlined above and provide transfer documentation to new provider, if
requested, in order to maintain continuity of care and facilitate transfer.

Texas:
897.295 Client Transferor discharge Notification Requirements
(a) Except as provided in subsection (e) of this section, an agency intending to transfer or discharge a
client must:
(1) Provide written notification to the client or the client's parent, family, spouse, significant other or

legal representative; and
(2) Notify the client's attending physician or practitioner if he is involved in the agency's care of the

client.
(b) An agency must ensure delivery of the written notification no later than five days before the date on
which the client will be transferred or discharged.
(c) The agency must deliver the required notice by hand or by mail.
(d) If the agency delivers the written notice by mail:
(1) The notice must ~e mailed at least eight working days before the date of discharge or transfer; and
(2) The agency must speak with the client by telep"one or in person to ensure the client's knowle~+ge

of the transfer or discharge at least five days before the date of discharge or transfer.
(e) An agency may transfer or discharge a client without prior notice required by subsection ;b) of this
section:
(1) Upon the client's request;
(2) Ifthe- client's medical needs require transfer, such ds a medical emergency;
(3) In the event of a disaster when the client's health and safety is at risk in accordance with provisions

of §97.256 of this chapter (relating to Emergency Preparedness Planning and Implementation);
(4) for the protection ~f staff or a client after the agency has made a documented reasonable effort to

notify the client, the client's family aid physician, and appropriate state or local authorities of the

agency's concerns for staff or client safety, and in accordance with agency policy;
(5) According to physician orders; or
(6) If the client fails to pay for services, except as prohibited by federal law.

(f) An agency must keep the following in the client's file:
(1) A copy of the written notification provided to the client or the clients parent, family, spouse,

significant other or legal representative;
(2) Documentation of the personal contact with the client if the required notice was delivered by mail;

and
(3) Documentation that the client's attending physician or practitioner was notified of the date of

discharge.

Amedisys, Inc.
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Virgi; pia:
Di~eharge/Orders!S!ammary: In agencies licensed by the state of Virginia, the patient is assured at least
5 days written notice prior to discharge or referral in service except when a medical emergency exists,
when the patient's physician orders admission to an inpatient facilit~, or when discharge is determined by
the chief administrative officer to be necessary to protect the health and welfare of the staff member

.providing services. Patients will receive an oral and w. itten explanation of the reason for discharge or
referral.

12VAC5-381-10. Defineions.

"Cischarge or termination summary" means a final written summary filed in a closed client record o¢ the
service delivered, goals achieved and final disposition at the time cf client's discharge or termination from
service.

12VAC5-381-180. Written policies-and procedures.

F. Admission and discharge or termination from ser✓ice policies and procedures shall include, but are not
limited to:

1. Criteria for accepting clients for senaces offered;
2. The process for obtaining a plan of care er service;
3. Criteria for determining discharge or termination from each service and referral to other agencies or

community services; and
4. process for notifying clients of intent todischarge/terminate or refer, including:

a. Oral and written notice and explana±ion of the reason for discharge/termination or referral;
b. The name, address, telephone number and contact name at the referral organization; and
c. Documentation in the client record of the referral or notice.

12VAC5-381-280. Client record system.
F. An accurate and complete client record shall be maintained for each client receiving services and shall

include, but shall not be limited to:
8. A discharge or termination of service summary.

I n addition, client records for skilled and pharmaceutical services shall include:

1. Copies of all summary reports sent to the primary care physician.

12VAC5-381-230. Client rights.
C. Written procedures to implement the policies shall er~ure that each client is:
10. Given at least five days written notice when-the organization determines to terminate services.

Washington:
Discharge Orders/Summary: Follows Medicare Conditions cs~ Participation
Wr"-~C 246-335-110
Patient/client records.
(1) The licensee must:

(f) Upon request and according to agency policy and procedure, provide patient or client
information or a summary of care when the patient or client is transferred or discharged to
another agency or facility.

West Virginia:
Discharge/Orders/Summary: Follows Medicare Conditions of Participation
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V✓isconsin:
HFS 133.09 Acceptance and discharge of patienfs.
(3) Discharge of patients:

a, Notice of discharge.
1. A home health agency may not discharge a patient for any reason until the agency has

discussed the discharge with the patients legal representative and the patient's attending
physician or advance practice nurse prescriber, and has provided written notice to the
patient or the patients legal representative in the timelines specified in t .is paragraph.

2. The home health agency shat! provide the written notice, except when a patient is
discharged due to hospital admission that occurs near the end of a 60-day episode of
treatment, required under subd. 1 to the patient or the patients legal representative at
least 10 working days in advance of discharge if the reason for discharge is any of the
following:

a. Payment has not been made for the patients care, following a reasonable
opportunity to pay any unpaid billings.

b. The home health agency is unable to provide the care required by the patient
due to a change in the patierYs condition that is no# an emergency.

3. The home health agency shall provide the writ~en notice under subd. 1. to the patient or
the patients legal representative at the time of discharge if the reason for discharge is
any of the following:

a. The safety of staff is compromised, as documented by the home health agency.
b. The attending physician orders the discharge for emergency medical reasons.
c. The patient no longer needs home health care as determined by the attending

physician.
4. The home health agency shall insert a copy of the written discharge notice in the patient's

medical record.
5. The home health agency shall include in every written discharge notice to a patient's

legal representative of all the following:
a. The reason for discharge
b. A notice of the patient's rig"t to file a complaint with the department and the

department's toll-free home health rotline telephone number and the address
and telephone number and the address and telephone number of the
department's division of quality assurance.

Note: A complaint maybe filed by writing the Bureau of N,ealfh Se!vices, Division ~f
Quality Assurance, P. O, box 2969, Madison, V!/isconsin 53701-2969 or by calling the
Wisconsin Howie Health Hotline toll free at 1-80~-642-6552.

(b) Discharge summary. The dome health agency shall complete a written discharge summary within ;s0
calendar day~follovv~ng discharge of a patient. The discharge summary shall include a description of
the care provided and the reason for discharge, The home health agency shall place a copy of the
discharge summary in the former patient's medical record. Upon request, the home health agency
shall provide a copy of the discharge summary to the former patient, the patient's legal representative,
the attending physician, or advanced practice nurse prescriber.

Amedisys, Inc.
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Home Health
Cuality of Patient Care Star Rating

provider Previ-ew Report

Thls report is based on end-of-care-OAS/S assessments for 4/1/2017-3/31/2018 and
Medicare fee-for-service claims data for 1/1/2017-12/31/2017

Rating for Arr~disys Home Health (217111)
Salisbury, Maryland

Quality of Patient Care Star Rating

,k~*~k (4,0 stars)

The Quality of Patient Care Star Rating will be displayed on Home Health Compare (HHC) in January
2Q 19.

About the Quality of Patient dare Star Ratings

The Quality of Patient Care Star Ratings reflect how Home Health Agencies' (HHA) scores compare with
one arother on measurements of their quality of patient care performance, Across the country, most
agencies fall "in the middle" with 3 stars -delivering good quality of care. A Star Rating higher than 3
means that an HHA performed better than average on the measured care practices and outcomes
compared to other HHAs. A Star Rating below 3 means that an HHA's pertormance was below average
compared to other HHAs,

The Quality of Patient Care Star Ratings do not provide information on the absolute quality of care being
provided. In addition, these Star Ratings are different from the consumer ratings that you see on websites
or apps for products like books, restaurants, or hotels that reflect averages of consumer opinions.

CMS also publishes Patient Experience of Care Star Ratings, based on responses to the Home Health
Consumer Assessment of Healthcare Providers & Systems (HHCAHPS) survey. These ratings summarize
patient feedback on their experience; more information is available at
r. in+;. . ...~; . . ,,. .

How Quality of Patient Care Star Ratings Are Calculated-

Effective April 2018, the Home Health Quality of Patient Care Star Ratings are determined using eEght
measures of quality that are reported on the Home Health Compare website~, listed below, To have a Star
Rating, HHAs must have submitted data to calculate at least 5 of 8 measures, which are;

1. Timely Initiation of Care
2. Drug Education on all Medications Provided to PatientlCaregiver
3. Improvement in Ambulation
4. Improvement in Bed Transferring
5. Improvement in Bathing
6. Improvement in Pain Interfering With Activity
7. Improvement in Dyspnea
8, Acute Care Hospitalization During the First 60 Days of Home Health (claims-based)

~ For a measure to be reported on Home Health Compare, HHAs must have data for at least 20 complete quality episodes wlfh
end dates within the 12-month reporting period (regardless of episode start date). Completed episodes for the OAS1S-based
measures are paired start or resumption of care and end of care OASIS assessments.



Far all measures, except Acute Care Hospitalization, ahigher measure vale means a better score. For
Acute Care Hospitalization, alower measure value means a better score,

On the scorecard below, the ranges for each measure are shown in RDws 7-11, The ranges were
calculated using all HHAs with available information. They are also updated each quarter. These
measures are used to calculate the HHA's Sfar Rating using the steps below.

The Scorecard at the end of this report has your information.

Steps

1. Make Groups; For each of the 8 quality measures, all HHAs' scores are sorted low to high and
divided into 10 Groups that are generally equally-sized.

2. Assign Group Rating: Your HHA's score on each measure is then assigned its group location as a
first rating. Each group Is assigned an initial ranking from 0.5 to 5.0 in 0.5 increments.

On the scorecard, Rows ? 2 and 13 show your HHA's score for the 8 measures and the corresponding
group rating.

3, ~djast Ratings: Ratings may need to be adJusted ;f your HHA's score is not statistically different from
the two national middle scores of 2,5 and 3.0. CMS conducts a statisCical test of the difference between
your HHA's score and the middle score categories of all HHAs for each measure,2 If the test shows your
results. are not different from the national middle categories in a statistically meaningful way, your Initial
rating is moved 0,5 closes to the middle categories of 2.5 or 3.Q. The rating is moved up 0,5 if your initial
rating is below 2.5, or down 0.5 If your Initial rating is above 3.0.

On the scorecard, Rows 15 through 17 show the Inputs and results of fhis test and Row 18 shows fhe
adJusted ratings of that measure, !f applicable, based on fhe results.

4. Get Average Adjusted Rating; To obtain one overall score for your HHA rather than scores
measure-by-measure, the adjusted ratings are averaged across the 8 measures and rounded to the
nearest 0,5,

On the scorecard, Rows 79 and 20 show these results for your HNA.

On the scorecard, Row 21 shows the final Star Rating. It.includes one mere adjustment so that ratlrrgs
range from 1.0 to 5,0 in half starincrements (see table below). Thus, there are 9 star categories, with 3,0
stars being the middle category,

Average Adjusted Rating Rounded ~ ~ Final Quaifty of Patient Care Star Rating

4.5 and 5.0 

.~_,.__ ___.._......~..

__ ..._...._. .... ~ __-__~. ~~....._..~.._.....__.._._
Q.0

2.5

__..._.._. 
~***~# (5.0)..... _..__...._.__. C
~F~I'~r*%z 4.5

~ ~k~r* (3.0)

2.0
—_.._.._......-•---~•-----~_~.~—....__

I *fir%: (2.5) 

----._.._._.__ 
1.5

__.._ _T ~_T 

irk {2,0)~ --

2The calculation uses cone-sided binomial significance test and a p-value of 0.05



More information on how the. Quality of Patient Care Star Rating is calculated can be found at
hlll'~ ., .. . ~ ,. . .. . I,•.. . . .~ .. 1 . ~ ~.~~ ~ ~ .~ ;r~~b rJ•, ., . ,, ~:Iu~r::f.~ .,;.iV~~~~.~r.., i~r'.ilii~;6i. f~Gt~~ .~..hirl'll

If Your Quality of Patient Care Star Rating is Not Available

If your preview report states 'data not available,' this means that there were not enough events reported
on Home Health Compare for more than 4 of the quality measures included in the star rating calculation.
This is usually because there are fewer than 20 events for those quaA#y measures, or that yo~;r agency
has been certified/re-certified for less than six months,

Requests for a Rev(ew of Your Star Rating

If you have proof that there are errors In calculating your Quality of Patient Care Star Rating, you may
request a revieva of-your rating by submitting that proof. Requests must be submitted by October 20,
2018 to t~M~"' ::,i~~~ r,i.i~,,:~::. - ~-v~F~~~~, ,~~~-:~. ~~~.r~~r:~;:r:•~•. ~ ~r{~:. ~,~,+~. As the Conditions of Participation require
accurate OASIS data collection, inaccurate OA51S data recording is not a valid reason to submit a
request for review of an agency's Quality of Patierrt Care Star Rating.

Your request should include the following Information.

• Provider name and CCN
• Provider contact person —Name, Telephone #, email address
Measures) affected, if-any

• Detailed reason for the request with supporting documentation (do not send identifiable patient
information through email)
• Any other information to assist CMS in identifying the calculation error and determining if the errors)
have affected your Star Rating

P'LE/~w E DO IV~T ~GNLi A~lY IL7~NTtFIF1~LF RAT1~hIT IN~C)RVI~ATlON TFiRpUGli ENiAtLi This
inc(ur~~s medical record nurnb~ra, ciates ref Y~~rth,.,~ervice da4es (ina(udinc~ visit dates, admission
dates, ar di~charc~r~ rla#~, c,r an uther_d~ta itr-.m considered identifiers ~r Profecfied Health
Infori ~~iion ~'Nli u~7der~ Ni~'J~,A,

You should receive a receipt of your request within 2 business days, You (or your designated point of
contact) may be asked to provide more information to allow CMS to fully review your request.

If the review of your documentation against the data in the national data system confirms that a
calculation error has affected the Quality of Patient Care Star Rating, you may be granted suppression of
your Star Rating and any fnoorrect measures for one quarter. You (or your designated point of contact)
will receive a final decision-on your request by November 22, 2018. Please note that this is a one-time-
suppressian for the measure.

Please note that HHAs may utilize their Review and Correct Reports to determine and amend errors In
OASIS data submission in a fime~ly manner. Review and Correct Reports, containing quality measure
Information at the agency level for the OASIS-based publicly reported measures, are available on
demand and allow Home Health providers to obtain aggregate pertormance data for the past four full
quarters (when data is available), These reports only. contain data submitted prior to the applicable
quarterly data submission deadlines and display whether the data correction period far a given CY
quarter is "open" or "closed," Note that the Review and Correct Reports provide a data correction
deadline for each reporting quarter. Only corrections that are made on or before the data correction
deadline will be used in the calculation of the measures displayed on Home Health Compare and in the
Quality of Patient Care Star Rating.



Providers can access these reports within the GMS QIES Systems for Providers webpage. This is the
same webpage where prop+lders access the Ilnk to subm~#their OAS15 data to the QIES Assessment
Submission and Processing (ASAP) system.

For More Information

Any comments, questions, and suggestions about~the Quality of Patient Care Star Ratings can be
submitted to: ; , '. i~ i'i~~::li~~?r';t..~ ~;; ,tS l(ir.;.:h't1` '~((i~ ,:`: I:J I ~ . ;'~t'~~:

Calculating the Quality of Patient Care Star Rat(n
htfp:r;.. •r •-v; h.~:r .~ ..,,..•:.i~• . ;r ,. . ~' .. ~.. . , ,. : ~~ . ~ ~.. .:~~; ~,I.!,.,i!ih~ :~,,,~I ~. ~~ , . Ott r i ,~:~ • ~~F•.i:. :r.; hlmli ),I ;q~ ~ip;'~; 1r

Home Health Quality Measures;
hiPp)z~. ~ .. . .. . r n:. . .. . ~i•~. .. . .. . .. n~n~ ,'i-ir.~. s•Fu9rilU~~ ~ .. n .I.. r;c: i , r ~, i e.. ~ ,. ~Ni'~~ i 's t t ~..~. f.: ~~t.: ~... a.~Ul'P.S.1 I'll

Home health agencies can review the OASIS Guidance A4anual, Appendix F — "OASIS and Quality
improvement" for further information related to the steps toward improving their quality measures. The
OASIS Guidance Manual is available at
;i:1;7F~ . . ~ .r ~ ... . ~... i.. ~.Irr.:i.. `~iIL':f. , ;.i~:,.~,,„~:..I IFIi)I~~~• ...~.";f,~iiicr "rnl
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Home Health
Quality of Patient Care Star Rating

Proarider Preview Report

This report is based on Medicare fee-for•servlce cfalms data
and end-of care OAS/S assessments for 1/1/201 i-12/31/2097

Rating for Amedisys Home Health (217111)
Salisbury, Maryland 

..__..~..._.._~__......__~..~.......__._.__.___..__.. _m_._.~...~__.__.._..._.A._._.__,._...w..._._.. _.
Quality of Patient Care Star Rating

~~k~*~~ (4.5 stars) J

The Quality of Patient Care Star Rating will be displayed on Home Health Compare {HHC) in October
2018.

About the Quality of Patient Care Star Ratings

The Quality of Patient Care Star Ratings reflect how Ftorne Health Agencies' (HHA) scores compare with
one another on measurements of their quality of patient care performance. Across the country, most
agencies fall "in the middle" with 3 stars -delivering good quality of care. A Star Rating higher than 3
means that an HHA performed better than average on the measured care practices and outcomes
compared to other HHAs. A Star Rating below 3 means that an HHA's performance was below average
compared to other HHAs.

The Quality of Patient Care Star Ratings do not provide information on the absolute quality of care being
provided. In addition, these Star Ratings are different from the consumer ratings that you see on websites
or apps for products like books, restaurants, or hotels that reflect averages of consumer opinions.

CMS also publishes Patient Experience of Care Star ratings, based on responses to the Home Health
Consumer Assessment of Healthcare Prov(ders &Systems (HHCAHPS} sur~,rey, These ratings summarize
patient feedback on their experience; more Information is-available at

How Quality of Patient Care Star Ratings Are Calculated

Effective April 2018, the Home Health Quality of Patient Care Star Ratings are determined u51ng eight
measures of quality that are reparted on the Home Health Compare website~, listed below. To have a Star
Rating, HHAs must have submitted data to calculate at least 5 of 8 measures, which are;

1. Timely Start of Care
2, Drug Education on all Medications Provided to Patient/Caregiver
3. Improvement in Ambulation
4. Improvement in Bed Transferring
5. Improvement in Bathing
6. Improvement in Pain Interfering With Activity
7, Improvement in Shortness of Breath
8, Acute Care Hospitalization

~ For a measure to be reported on Home Health Compare, NHAs must have data for at least 2D complete quallry episodes with
end dates within the 72-month reporting period (regardless of episode stari date). Completed episodes are paired start or
resumption of care and end of care OASIS assessments.



For all measures, except acute care hospitalization, ahigher measure value means a better score. For
acute care hospitalization, slower measure value means a better score.

On the scorecard, fhe ranges for each measure are shoavn In Rows 1-11. The ranges were calculated
using af! HHAs with available info;matlon. They are also updated each quarter,, These measures are
used fo calculate the HHA's Sfar Rafing using the steps below.

The Scorecard at the end of this report has your information.

Steps

1. Make Groups: For each of the 8 quality measures, all HHAs' scores are sorted low to high and
divided into 10 Groups that are generally equally sized.

2. Assign Group Rating: Your HHA's score on each measure is then assigned its group location as a
first rating. Each group is assigned an initial ranking-from 0.5 to 5.0 in 0.5 Increments.

On fhe scorecard, Rows 1Z and 13 show your HNA's score for~the 8 measures and-the corresponding
group rating.

3, Adjust Ratings: Ratings may need to be adjusted if your HHA's score is not statistically different from
the two national middle scores of 2.5 and 3.0. CMS cond:acts a statistical test of the difiFerence between
your HHA's score and the middle score categories of- all HHAs for each neasure,z If the test shows your
results are not different from the national middle categories in a statistically meaningful way, ~rour Initial
rating is moved 0,5 closer to the middle categories of 2.5 or 3.0. The rating is moved up 0.5 if your initial
rating is below 2,5, or down 0.5 if your initial rating is above 3.0,

On the scorecard, Rows 75 through 17 show the inputs and results of this test and Row 18 shows the
adjusted ratings of that measure, if applicable, based on the results.

4. Get Average Adjusted Rating. To obtain one overall score for your HHA rather than scores
measure-by-measure, the adjusted ratings are averaged across the 8 measures and rounded to the
nearest 0.5.

On the scorecard, .Rows 19 and 20 show thase results fir your HHA.

On the scorecard, Row 21.shows the final5tar Rating. It includes one-more adjustment so that ratings
range from 7.0 to S.0 In half star Increments (see table below), Thus, there are 9 stagy categories, wifh 3.0
stars being the middle category.

Avarage Adjusted Rating Rounded
.__......___.. --..._..- 

4.5 and 5.0 
_._......~—,._~

_._._, _ ..~~_ r__._._....__._ 4.0 ~_.__~....~.y_.._.___.

_._„ .. ..._ _._.._._.____. 3.5 ._._.__..__ __.....__

_—.___, .~~._.__._-3.0 ._._---__.-----_.._.... 

—__.___._.~.__.~- 2.5~....----••----._---

-__ _•— — 
2.0 

--• --------

1.5
~_..------------ 

1.0 
_____-----

^ Final Quality of Patient Care Star Rating

**icic (4.0)

~k~nk (3.0)

7hyF%x (2.5)

2The calculation uses aone-sided binomial significance test and a p-value of 0.05



More Information on how the Quality of Patient Care Star Rating is calculated can be found at

If Your 4uality of Patient Care Star Rating is Not Available

If your preview report states 'data not available,' this means that there were not erough events reported
on Home Health Compare for more than 4 of the quality measures included in the star rating calculation.
This is usually because there are- fewer than 20 events for those quality measures, or that your agency
has been certified/re-certified for less than six months.

Requests for a Review of Your Star Rating

If you have proof that errors in data submitted to CMS may have resulted in an incorrect Quality of
Patient Care Star Rating, you may request a review of your rating by submitting that proof along with a
plan describing how you will correct errors. Requests must be submitted by July 23, 2Q18 to
i It i~. ::i;~~: i:. -, : ,-: ;;. . .,. ;~ ~•::~;;.~.~•:.; ,,,: .,~: :!• :.,,.p• , This request must include a plan that documents
how you-will correct all data- errors .n the QIES system by August 15, 201-8. Note that under Rev.lew and
Correct processes, only corrected assessments with effective dates in the next quarter may be
incorporated in thz following HHC refresh. All other data are frozen,

Your request should include the. following Information.

• Provider name and GCN
• Provider contact person —Name, Telephone #, email address
• Measure(s) affected
• Type of data error (Inaccurate or missing assessments)

Date range for data errors
• Volume (number of episodes affected)
Qescribe the error in detail to allow evaluation of its possible impact on the Star Ratings,
such as what values were reported and what values SHOULD HAVE BEEN reported. For example,
"All of our 100 episodes during the period were incorrectly picked up by our data system and reported
as "0" on (M2015) Patient/Caregiver Drug Education Intervention, when 95 were assessed as "1".

• Plan for submitting missing or corrected assessments by August 15, 2018
• Any other information to assist CMS in determining if the data errors have affected your Star Rating,

As the Conditions of Participation requires accurate OASIS data collection, inaccurate OASIS data
recording is not a valid reason to submit a request far suppression of an agency's Quality of Patient Care
Star Rating.

P~.El~~~ L'~U IVC1'f SENp l~iVY tl)E;N'i'I~iFl~L~ f~/11'i~:NT IN('(~{~Ni~3iCDt~ THR~UGN EI~~0.1L! This
includ~~_m~dical_re~aar~i n~amber~,_c~~tey o~ hir~tti, ; ~r~vicQ datr~~ ~Irr,c lucV)ryg.visit date, admission
dates, or discl~~e dates}i Or anv Other d~t~ Ifie1T1~r CUl1,ICIt~i~~cl iri~nYifi~rs or Pratacted Mealth
lnfarmaiti~n {F'Hl~.ur~cier FIIPI.IA,

You should receive a receipt of your request within 2 business days. You- (or your designated point of
contact) may be asked to provide more information to allow CM5 to fully review your request,

If the review of your documentation against the data in the national data system confirms that the
mistake has affected tha Quality of Patient Care Star Rating and you have presented an acceptable
correction plan, you may be granted suppression of your Star Rating and any incorrect measures for one
quarter while corrections are made. You (or your designated. point of contact) will receive a final decision
on your request by August 24, 2018. Please note that this is a one-time suppression for the measure
and the type of error identified,



Please note that HHAs may utilize-their Review and Correct Reports to determine and amend errors in

OAS15 data submission in a timely manner. Review and Correct reports contain quality measure

information at the_ agency level, are available on demand and allow Home Health providers to obtain

aggregate pErformance for the past four full quarters (when data is available), These reports only contain

data submitted prior to the applicable quarterly data submission deadlines and display whether the data

correction period for a given CY qu~rrter is "open" or "closed."

Providers can access these reports within the CMS QIES Systems for Providers webpage. This is the

same webpage where providers access the link to submit their OASIS data to the QIES Assessment

Submission and Processing (ASAP) system.

For More Information

Any comments, questions, and suggestions about the Quality of Patient Care Star Ratings can be

submitted to: i . .~;~ :;i„-~ir~r.:'r, ..!,i~~r,~x:,.~~~,:,;•~; :.,r~;.~,i;.

Calculating the Quality of Patient Care .Star Rating:
!tll:. ,~~.~~•~. 'a ~. ..y~. ~.~ ... ~ .... . . , ., ~ ~ ~:i . ~ ..~:. ..r~i:~ '• •-.. .. ..(•-:i1~~,,~:~ !..~:ttl3.hlml

Home Health Quality Measures:
blip :hV vw . ,p. } 

... ~ .. ~ i . ~ . ~ .. ~ ~ .. , .. ~ .. 1~~n :.~ ~ . ~ ~.''~i'; i..~Iv. ~ . ii(4i •:1~44I'✓tF.:~q:l~i!'i h,!nf'

Home health agencies can review the OASIS Guidance Manual, Appendix F — "OASIS and Qualf#y

Improvement' for further information related to the steps toward improving their quality measures. The

OASIS Guidance Manual is available at
~ ll~y,.;':lY~: ~• ~ ..pup :~. .~ ~... ~. ~.i...~l •~~~. ~ .ii.. .~..~: ~.,~~t +~ ~.:i,ii?,: ~.1~ i 'I1r~~I~N: 1~.f: i~~~i( •~+~: .. .. ..~.~. • '.~H:;~:~~( I,H: P~: i..i~iltiii !':Illl~
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Home Health
Quality of Patient dare Star Rating

provider Preview Report

Thls report is based on N!`edicare fee-for-service claims data
and end-of-care OA3/S assessments for 10/9/2096-9/30/2017

Rating for A~~edlsys Home Health (217'111)
Salisbury, Maryland

~µ Quality of Pa~ient Care Star Rating

*~F-/r~k (4A slars)

The Quality of Patient Care Star Rating will be displayed on Home Health Compare (HHC) in July 2018.

About the Quality of Patient Care Star Ratings

The Quality of Paiient Care Star Ratings reflect how Home Health Agencies' (HHA) scores compare with
one another on measurements of their quality of patient care performance.. Across the country, most
agencies fall "in the middle" with 3 stars -delivering good quality of care. A Star Rating higher than 3
means t!~at an HHA performed better than average on the measured care practices and outcomes
compared to other HHAs, A Star Rating below 3 means that an HHA's performance was below average
compared to other HHAs.

The Quality of Patient Care Star Ratings do not provide Information on the absolute quality of care being
provided. In addition, these Star Ratings are different from the consumer ratings that you see on websites
or apps for products like books, restaurants, or hotels that reflect averages of consumer opinions.

CMS also publishes Patient Experience of Care Star ratings, based on responses to the Home Health
Consumer Assessment of Healthcare Providers &Systems (HHCAHPS) survey. These ra#ings summarize
patient feedback ~n their experience; more information is available at
(t U.1.fS'i ,rv: r,.~. ~_~:ri.: ui,~ r,, .`:~GII ~~.•n.-..d(Li. ,:'L.;i::~::j;~ .. E'i .pig ,. , ':~:I: •; . .. i, i~

H~vu Quality of Patient Care Star Ratings Are Calculated

Effective April 2018, the Home Health Quality of Patient Care Star Ratings are determined using eight
measures of quality the# are reported on the Home Health Compare website~, listed belov:~; To have a Star
Rating, HHAs must have submitted data to calculate at least 5 of 8 measures, which ass;

1, Timely Start of Gyre
2. Qrug Education on all Medications Provided to Patient/Caregiver
3, Improvement in Ambula+ion
4, Improvement in Bed Transferring
5, Improvement in Bathing
6, Improvement in Pain Intertering With Activity
7. Improvement in Shortness of Breath
8. Acute Care H~spitalizatlon

For a measure to be reported on Hame Health Compare, NHAs must have data for at least 20 complete qualify episodes with
end dates within the 12-month reporting period (regardless of episode start date), Completed episodes are paired start or
resumption of carp end end of care OAS/5 assessments,



For all measures, except acute care hospitalization, a h(gher measure value means a better score. For
acute care hospitalization, alower measure value means a better score.

On the scorecard, fhe ranges for each measure are shown in Rows 1-11, The ranges were calculated
using all HHAs with available ir~formatlon. They are also updated each quarter. These measures are
used to calculate the HHA's Star Rating using the steps below.

The Scorecard at the end of this report has your information.

Steps

1. Make Groups: Far each of the 8 quality measures, all HHAs' scores are sorted low to high and
divided into 10 Groups that are generally equally sized.

2. Assign Group Rating: Your HHA's scare on each measure Is then assigned its group location as a
first rating. Each group is assigned an initial ranking from 0.5 to 5.0 in 0,5 increments.

On the scorecard, Rows 12 ana' 13 show your HHA's score for fhe 8 measures and the corresponding
group rating.

3. Adjust Ratings: Ratings may need to be adjusted if your HHA's score is not statistically different from
the two national middle scores of 2,5 and 3.0, CMS conducts a statistical test of the difference between
your HHA's score and the m(ddle score categories of all HHAs for each measure.z If the test shows your
results are not d'rfferent from the national middle categories in a statistically rrreaningful way, your initial
rating is moved 0.5 closer to the middle categories of 2.5 or 3,0, The rating is moved up 0.5 if your Initial
rating Is below 2.5, or down 0.5 if your initial rating is above 3.0,

On the scorecard, Rows 15 through 77 show the inputs and results of this test and Row 18 shows fhe
adf usted ratings of that measure, !f applicable, based on the results.

4. Get Average Adjusted Rating: To obtain one overall score for your HHA rather than scores
measure-by-measure, the adjusted ratings are averaged across the 8 measures and rounded to the
nearest 0.5,

On the scorecard, Rows 79 end 20 show these results for your HHA.

On the scorecard, Row 21 shows the final star Rating. If includes one m.-ore adjustment so that ratings
range from 1.0 to 5.0 In half star increments (see tale below). Thus, there are 9 star categories, with 3.0
stars being the middle category,

Average Adjusted Rating Rounded!~ Final Quality of Patient Care Star Rating
_..._..._..~ 

4.5 and 5.0 
.~._.._._.__._.~._.

._~.__..__..__...-'kit**°,k- 
(b.D~.~___..~.._.

1.5 *~t (2.0)

- ~ - --- ~
0.5 1 ~ (1.0)

The calculation uses aone-sided binomial slgnlf/canca test and a p-value of 0.05



More information on how the Quality of Patient Care Star Rating is calculated can be found at
h.Ii '~nv. , .. .~i~ . , •!tip i! .~~~:.ri;~:dtli'~.I,~~I:,:d~n

If Your Quality of Patient Care Star Rating -is Not Available

If your preview report states 'data not available,' this means that there were not enough events reported
on Home Health Compare_ for more than 4 of the qualiky measures included in the star rating calculation.
This is usually because there are fewer than 20 events for those quality measures, or that your agency
has been certified/re-certified for less than six months.

Requests for a Review of Your Star Rating

If you have proof that errors in data submitted to CMS may have resulted in an incorrect Quality of
Patient Care Star Rating, you may request a review of your rating by submitting that_ proof along with a
plan describing how you will correct errors: Requests must be submitted by April 23, 2018 to
P-11 ~~:: `~t~;~ !~ ;.~;r•~ , ~. ~ ~.,. . E=:~ ;,;, ,...~.r?: .,. , ;~,;, ,;,..; This request must Include a plan that documents
how you will correct all data errors in the QIES system by May 15, 2018. Note that under Review and
Correct processes, only corrected assessments with effective dates in the latest quarter of the current
reporting period will be incorporated in the following HHC refresh, All other data are frozen.

Your request should include the following information.

• Provider name and CCN
• Provider contact person —Name, Telephone #, email address
• Measure(s) affected
• Type of data error (inaccurate or missing assessments)

Date range for data errors
• Volume (number of episodes affected)
• Describe the error fn detail to allow evaluation of its possible impact on the Star Ratings,
such as what values were reported and what values SHOULD HAVE BEEN reported. For example,
"All of our 100 episodes during the period were incorrectly picked up by our data system and reported
as "0" on (M2015) PatientlCaregiver brug Education Intervention, when 95 were assessed as "1".

• Plan for submitting missing or corrected assessments by May 15, 2018
• Any other information to assist CMS in determining if the data errors have affected your Star Rating.

As the Conditions of Participation require accurate-OASIS data collection, inaccurate OASIS data
recording is not a valid reason to submit a r_eauest for suppression of an agency's Quality of Patient Care
Star Rating.

PLEASE tJC.7 NC.~i' "AND PINY IDGN7ir'(F1C3G.~ PATIEiNT lNf=C?F~NIAI"iC~FI THhC3UGH FM,4lLI This

includes rrredicai r~cc~rct_numbers,.G~ies.r~fi birth,_,sgrvice_r~~a,~c~. ~_(incliaciirig visit dates admissicfi

dates., or disch~rc~e datos ar_a~ c~thei_ciata item _consid~rEd_ider-stifier~ or ps-otocted I-loaith
Informati~rs_.(PFII)_~~nder. h11P~A.

l~ou should receive a receipt of your request within 2 business days. You (or your designated point of
contact) may be asked to provide more information to allow CMS to fully review your request.

If the review of your documentation against the data in the national data system confirms that the
mistake has affected the Quality of Patient Care Star Rating and you have presented an acceptable
correction plan, you may be granted suppression of your Star Rating and any Incorrect measures for one
quarter while corrections are made. You (or your designated point of contact) will receive a final decision
on your request by May 25, 201 S. Please note that this is a one-time suppression for the measure and
the type of error identified.



Please note that HHAs may utilize their Review and Correct Reports to determine and amend errors in
OASIS data submission in a timely manner. Review and Correct reports contain quali#y measure
information at the agency level, are available on demand and allow Home Health providers to obtain
aggregate performance for she past four full quarters (when data Is available). These reports only conta(n
data submitted prior to the applicable quarterly data submission deadlines and display whether the data
correction period for a given CY quarter fs "open" or "closed,"

Pro~~iders can access these reports within the CMS QIES Systems for Providers webpage. This is the
same webpage where providers access the link to submit their OASIS data to the QIES Assessment
Submission and Processing (ASAP) system,

For Mor-~ Information

Any comments, questinrrs, and suggestions about the Quality ofi~Patient Care Star Ratings can be
submitted to: '~ . . ~ ~, . .. ~ . .. .

Calculating the Quality of Patient Care Star Rating:

Home Health Quality Measures:
I111~3"•N!'FJb~J:iy Y:, :~,, .;.• :r.,b •rti%+'i ~.. iilL .I~~iq;C ~ ;.. C ~. ~~.. .' ~ .., ~., .. •. .: ~i •P'; '.. •' ;d:' . . .. .. ~ . ~ ~'. ~.., ,.: .i '. .. ~,,r. ::,~:~at~,n`~i:; htn~~

Home health agencies can review the OASIS Guidance Manual, Appendix F — "OASIS and Quality
Improvement' for further information related to the steps toward improving their quality measures. The
OASlS Guidance Manual is available at
~1LIF•:. ..~NV;~a •;it r.>.~.:~ i. .l.p i J:'::uh~ ~1ib. ;Ivy:_ ,•..dn.ni ...:pti;. ~ :q:tq ~. b~.. ~ ~.. .. :~~.~.~~. i,. ,. •d. l:.,~ ~.i.~ .u:i,lGp~.,~: c~ri~q,inual.ni~nl
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Skilled Services provided Cambridge/Salisbury MD

Sxilled Nursing- ~N/LPN

• Waund care
• Heart Failure

• Chronic Obstructive Pulmonary Disease
Medication Management

• 7V management
G/j~ t ube management

• Chest tube management
• Surgical aftercare
• TraGh care
~ Plan of Care nnanagement
• Pain assessment

Nutrition assess►nent aid management

Psychiatric Nursing/RN

• Dementia/Alzheimer's Management
• Medication Management
~ Behavioral Modification Interventions
• Management of other psychiatric and maad related

disorders
• C~mmuniry resource identification

Physical Therapy= PT/ PTA

• Fatl Reduction and Preve~►tion Yragram
• Home Safety
• Crthopedi~ Sur~;ca] Afkercare
o Anod;~ne t~:erapy

UltTasaund
a Gait training
o Strength and endurance training
e Assistive device training
• Transfer Training
• Qther modalities as appropriate

G512 Deer Pointe Drive, Suite 2B, Salisbury, MD 21804 410.549,8258 amedisys.com



v~

. ~ '~.. , ~ . r ;3 .;a

•i~?:~q l: Fit A~ 'i %~1

Occupational Therapy- QT/COTA

• Fall Prevention and Reduction
Home Safety
Activities of Daily Living

+ Energy Conservation/V:rark sirnp3ifiGatipn
• Cognitive and Socia] skills
• Functional Mobilit~,~
• Gther modalities as appro}~riate

Speech Language Pathology- CCC~SLP

~ Enhance communication slci;ls
+ Address CognitiGn
• Swallflwing disorders and dysphagia
• Voice Quality
• Safety with oral medications
• Augmentive Communication needs
Weight lass due to malnutrition

+ Swallowing and breathing coordination iz~ late stage
C-OP~J/CHF

Medical Socia] Work- MSW

Assist with Community resources
• Assess support systems
• Facility placement
e Safety issues
• Transportation issues
• Medication resources

]nsuranceresources
o Short term counseling patent/fatuity

Care Transitions Coordination- Care Transitions Caordina~ors
ETC

• Patient and caregiver education bedside
p Disease process education
• Review discharge medication lists

6S 12 Deer Pointe larive, Suite 2B, Salisbury, MD 21804 410.543.8258 amedisys.com
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• Review discharge needs
• Qrganize health information and follow up

appointments
• Cal] within 24-4$ hrs to ensure needs ire met
o Coordinate primary care follow u~ within 7-10 days

from discharge
• Coord!nate with discharge planners and physicians

6512 Deer Pointe Drive, Suite 26, Salisbury, MD 21804 ~10,549.8Z58 amedisys.com
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